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Garland, L. H., and Mottram, M. E.: Traumatic 
Pneumocephalus. Radiology, 1945, 44: 237. 


Pneumocephalus occurs most frequently following 
fractures involving the sinuses and mastoids. On 
rare occasions it is the result of gas infection or of an 
intracranial tumor which has eroded into the nasal 
sinuses. 

Its mechanism is explained on the basis that with 
coughing, sneezing, swallowing, and blowing of the 
nose, the pressure in the sinuses and mastoids is 
momentarily increased. This forces air through the 
site of the fracture or erosion into the cranial cavity. 
The air may collect in the subarachnoid space, sub- 
dural space, brain, or ventricles. 

The subarachnoid air usually arises from fractures 
in the posterior ethmoidal and sphenoidal cells, often 


HEAD AND NECK 


being accompanied with meningitis, whereas the 
subdural air is more apt to follow fractures through 
the posterior walls of the frontal sinuses. The air in 
the brain substance or ventricular system depends 
on the extent of adhesions, location of the fracture, 
and amount of external pressure. It is often asso- 
ciated with subdural air. 

It is interesting that pneumocephalus, as a rule, 


_ develops after a latent period of several days to sev- 


eral months. Dandy called attention to this fact in 
1926 when he reported a series of 24 traumatic cases. 
In only 6 of these was there a pneumocephalus before 
one week; in 3 it occurred before one month, in 10 
between four and six weeks, and in 5 at later dates, 
the latest being after ten months. The reason for 
this is not clear, but the authors are under the im- 
pression that the hemorrhage and edema which im- 
mediately follow the trauma prevent the passage of 


Fig. 1. Roentgenograms made November 17, 1943, nine weeks after injury, show- 
ing air in the ventricles, and subdural air in the right frontal region. 


gti 
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air into the cranial cavity. Later, especially when 
the patient becomes very active, the chances for 
forcing the air through the as yet nonunited fracture 
lines become considerably greater. The factor which 
precedes the recrudescence of symptoms is not infre- 
quently blowing of the nose, sneezing, or unusual 
activity, at times associated with the flow of a clear 
fluid from the nose. Whether the symptoms are 
mild or, as is more often the case, of an increasing 
severity, systematic roentgenographic examination 
of ha skull will establish the diagnosis without diffi- 
culty. 

The mortality rate is around 4o per cent, death 
usually being due to meningitis. Surgical interven- 
tion with closure of the dural wound is indicated in 
the progressive cases. 

The authors report one of their own cases in which 
pneumocephalus followed shooting in the right tem- 
poral region in a suicidal attempt. The shooting 
occurred on September 10, 1943. The first roentgen 
examination made on October 6, 1943, revealed mul- 
tiple metallic fragments scattered along the path of 
the bullet in the frontal lobe area, and there were the 
expected stellate fractures at the point of entry and 
exit of the bullet, but no intracranial air could be 
demonstrated. On November 16, 1943, the patient 
developed, after blowing of the nose, two severe 
bouts of headache associated with vomiting, and 
roentgen re-examination of the skull now showed 4 
large amount of air in both lateral ventricles and 
some in the third and fourth ventricles, as if ventricu- 
lography had been performed. There was also a 
large collection of air in the subdural space of the 
right frontal area, near the region of the fracture 
through the anterior fossa. The patient was placed 
in bed and he recovered completely. A third roent- 
gen examination ten days later showed only a trace 
of air remaining in the lateral ventricles and no air 
at all was observed in the subdural space. 

T. Leucutta, M.D. 


Thoma, K. H.: Fractures and Fracture Dislocations 
of the Mandibular Condyle; A Method for Open 
Reduction and Internal Wiring and One for 
Skeletal Fixation, with a Report of 32 Cases. 
J. Oral Surg., 1945, 3: 3- 


This article gives a historical review of the treat- 
ment of condylar fractures and a classification of 
fractures with displacements and fracture disloca- 
tions. 

The different methods of treatment are dis- 
cussed, namely, intermaxillary immobilization by 
ligation, functional treatment, and a combination of 
fixation and functional treatment. Reports on the 
results of these methods are enumerated. 

These results as well as the writer’s own experi- 
ence bring out the fact that the results obtained by 
the present conservative treatments are not as good 
as is generally believed. On the contrary, both major 
functional disturbances and minor complications, 
such as pain and limited motion with malocclusion, 
are quite common complaints later on. It was 


pointed out that in children, spontaneous readjust- 
ment of the mandibular joint, epiphyseal growth of 
the condyle, and positioning of the teeth will, in 
time, greatly aid in the correction of minor defects 
that are present after treatment, but that in adults, 
better results can be obtained by operative pro- 
cedures. 

A method of open reduction with fixation by inter- 
nal wiring was advocated for cases in which there 
was wide separation of the fragments which disposed 
to nonunion, or marked overriding and displace- 
ment of the condyle which would result in shortening 
of the ramus and an open bite. 

There is an analysis of 32 cases of condylar frac- 
tures treated at the Massachusetts General Hospital, 
Boston, during the past eighteen months, which 
showed the following conditions: 


Left condyle 
No displacement of condyle 
Displacement laterally 
Displacement medially 
Fracture dislocation, medially 
Subluxation 
Complete dislocation 
Complete dislodgment 
Dislocation of part of condyle 
Fracture dislocation forward 
Fracture dislocation with displaced meniscus 
Old fracture with pseudarthrosis 
With ankylosis 


With internal-wiring fixation 

With skeletal fixation 

With internal-wiring and skeletal fixation 


A detailed description of the method of internal- 
wiring fixation for such cases is included, together 
with 14 case reports. 


EYE 


Downing, A. H.: Ocular Defects in 60,000 Selectees. 
Arch. Ophth., Chi., 1945, 33: 137- 


Downing discusses the ocular defects in 60,000 
selectees who were examined for induction into the 
armed forces. He reports that 1 of 10 or 11 men pre- 
sented some ocular defect. 

The incidence of ocular defects was as follows: 
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Total no. Ratio 
Refractive Errors: 
Myopia, below 20/200 to 20/400. . . 1:40 
Myopia, below 20/400 6 1:166 
Myopia (high), unilateral 1:1,250 
Hypermetropia, below 20/200 to 
1:845 
12,305 
1:30 
Strabismus: 
Esotropia, with amblyopia 1:78 
Esotropia, without amblyopia 1:706 
Exotropia, with amblyopia 1:202 
Exotropia, without amblyopia 1:646 
Right hypertropia 


1:48 


Paralysis of the extraocular muscles was found in 
24 cases (a ratio of 1:2,500); ocular nystagmus in 80 
cases (a ratio of 1:7 50); external ocular abnormali- 
ties in 294 cases (a ratio of 1:203); abnormalities of 
the iris in 41 cases (a ratio of 1:1,460) and of the lens 
in 257 cases (a ratio of 1:1,233). There were 173 
cataracts and 61 cases of aphacia; there was disease 
of the vitreous in 17 cases (a ratio of 1:3,550), and 
of the optic nerve in 53 cases (a ratio of 1:132), 45 
of which presented atrophy of this nerve. Disease 
of the retina and chorioid was found in 374 cases: 
anomalies in 160 cases, generalized diseases of the 
retina and chorioid in 60 cases, abnormalities of the 
central region in 97 cases, retinal detachment and 
closely allied conditions in 38 cases, and typical 
myopic chorioretinitis in 19 cases. Monocular loss of 


vision due to amblyopia was observed in 2,932 cases - 


(visual acuity below 20/40); it was due to trauma in 
836 cases and it was nontraumatic in 2,096. Of the 
2,932 cases of monocular blindness or with partial 
loss of visual acuity (4.9 per cent of the entire series), 
94 per cent could have been prevented; 836 (28 per 
cent) were post-traumatic cases of monocular blind- 
ness. Amblyopia was found in 1,920 cases, 855 cases 
without strabismus, 770 cases with convergent stra- 
bismus, and 295 cases with divergent strabismus. 
JosHua ZucKERMAN, M.D. 


Snell, A. C., Jr.: Perforating Ocular Injuries. Am. J. 
Ophth., 1945, 28: 263. 

In an analysis of 172 cases of perforating ocular 
injuries, which could be followed over a period of 
time, the author found the following factors and 
complications to be of importance: the age of the 
patient, the agent causing the injury, the length and 
location of the laceration, the nature and degree of 
prolapse, the degree of damage to the lens, the de- 
gree of intraocular hemorrhage, the occurrence of 
infection, the presence or absence of retained intra- 
ocular foreign bodies, and the occurrence of sym- 
pathetic ophthalmia. 

Factors leading to an unfavorable prognosis in- 
clude injuries by blunt objects, double perforation 
of the globe, severe degrees of prolapse, severe intra- 
ocular hemorrhage, and intraocular infection. 


The incidence of sympathetic ophthalmia among 
these cases was 1.45 per cent. 

Suggested surgical intervention included repair 
by means of conjunctival flaps, corneal sutures, or 
both. Hunter H. Romarng, M.D. 


Bender M. B., and Furlow, L. T.: Visual Disturb- 
ances Produced by Bilateral Lesions of the 
Occipital Lobes with Central Scotomas. Arch. 
Neur. Psychiat., Chic., 1945, 53: 165. 

The case of a patient who sustained bilateral gun- 
shot wounds involving the occipital lobes of the 
brain in a fairly symmetrical fashion is reported. 
This patient was completely blind for a time, and 
he subsequently regained in a gradual fashion a 
certain amount of peripheral vision. He had bilateral 
central scotomas, which remained permanently. 
Careful observations of the patient’s recovery of 
vision were made, with reference to perception of 
light, movement, form, and color, as well as other 
subjective visual phenomena and orientation of the 
field of vision. 

The first visual function to return (two days after 
injury) was that of light perception, and with this 
was associated dislike for bright light; and it was 
later observed that the patient could see better in a 
dark room than with adequate illumination. Because 
of the loss of central vision, the patient was day-blind. 
In this condition, the peripheral portion of the retina 
— better to low illumination than to bright 

ight. 


Perception of movement followed very soon, and 
this is one of the better functions of the peripheral 
portion of the retina. 

Perception of form is based on visual acuity, expe- 
rience, and interpretation; consequently, without 
central vision, this patient had very little perception 
of stationary objects. He was able to interpret to 
some extent moving objects in the peripheral field, 
particularly familiar objects, and experience and 
memory were distinct aids. 

Perception of color was slow, but after five 
months he was able to recognize red, green, and blue 
neon signs—apparently the result of an island of 
color vision in the right homonymous superior 
quadrant. 

The patient continued to avoid bright lights, or 
avoided looking directly at bright objects; to do so 
produced a sensation of heat waves before his eyes, 
with an increasing haziness which interfered with 
his vision. 

The patient was not aware of the central scotomas, 
despite repeated tests and discussion with him con- 
cerning the loss of central vision. He continued to 
insist that he was able to see objects directly before 
him, and he stated that everything before him 
seemed of uniform visual intensity. This is a normal 
mechanism of psychological “filling in” of visual 
field defects, and objects are thus perceived as a 
whole. 

Seven months after injury, the patient was able 
to appreciate the size and shape of objects with a part 
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of the residual field of vision; a new-center of dis- 
tinctness or a new functional fovea was formed and 
he no longer projected his subjective median point 
into the blind macula area. At this time he could be 
convinced that he was using his peripheral vision as 
a result of reorganization of his psychological field 
and the relinquishing of his old pattern of vision. 
Howarp A. Brown, M.D. 


Allende, F. P.: Diffuse Neurofibromatosis (von 
Recklinghausen’s Disease) Involving the Bul- 
bar Conjunctiva; Report of a Case, with Lesions 
of the Skeletal System and Skin, Bodily Asym- 
metry, and Intracranial Involvement. Arch. 
Ophth., Chic., 1945, 33: 110. 


Allende reports a case of diffuse neurofibromatosis 
(von Recklinghausen’s disease) which involved the 
bulbar conjunctiva and was associated with lesions 
of the skeletal system and of the skin, and with 
asymmetry of the body as well as intracranial 
involvement. 

There are three clinical forms of neurofibromato- 
sis: (1) those in which the predominant involvement 
is situated in the central nervous system or in the 
intracranial organs, (2) those in which the external 
structures as the skin are affected, and (3) those 
in which lesions of the skeletal system predominate. 

The case reported revealed the following unusual 
features: twinship, coexistence of neurofibromatosis 
and epilepsy, asymmetry of the body, intracranial 
disorders, slight mental retardation, skeletal lesions, 
cutaneous lesions (café au lait pigmentation), and 
partial alopecia of the scalp on the same side as the 
affected eye. 

Histological examination of the removed tissue 
confirmed the diagnosis of neurofibromatosis (von 
Recklinghausen). Josuua ZucKERMAN, M.D. 


Rycroft, B. W.: Penicillin and the Control of Deep 
Intraocular Infection. Brit. J. Ophth., 1945, 29: 
57- 

The author discusses penicillin and the control of 
deep intraocular infections which result from pene- 
trating wounds caused by mines, machine-gun bul- 
lets, mortars, grenades, and shellfire. 

He recommends the following methods for the 
control of these infections in wartime: 

1. The wearing of the Perspex Antimine visor 
(made of aircraft turret material) by sappers and 
assault troops who are likely to encounter Schu 
mines. 

2. Cleansing of the eye wounds at forward field 
stations by general surgeons. 

3. The presence of ophthalmic surgeons as far 
forward in the field as possible so that the interval 
between injury and treatment is reduced, that intra- 
ocular foreign bodies are extracted, and that pene- 
trating wounds are sealed. 

4. Insufflation of penicillin powder into all wounds 
of the eye at an early stage of the infection. 

5. Speedy evacuation of the patients by air to 
base hospitals. 


6. The use of sulfonamides and foreign protein. 

7. Saemisch section for the cases which require 
this procedure. 

The author points out that penicillin does not 
enter the media of the eye when it is administered 
by intramuscular injection and therefore the course 
of deep infections of the eye is not affected. The eye 
tolerates and retains large concentrations of penicil- 
lin injected into the media, but deep infections of the 
eye are not controlled thereby. Penicillin is used for 
prevention rather than cure. It should be used as a 
local application as soon as possible after injury. 

JosHua ZucKERMAN, M.D. 


EAR 


Dandy, W. E.: Méniére’s Disease In a Deaf-Mute. 
Arch. Surg., 1945, 50: 74. 


A congenitally deaf-mute with severe hearing loss 
in both ears developed recurring attacks of rotary 
vertigo, nausea, and vomiting at the age of twenty- 
two years. Attacks were preceded by noises and 
accompanied by a sense of fullness in the right ear. 
Vestibular function was not recorded. Total section 
of the right eighth nerve was done. A malformation 
of the bone of the pyramid and of the internal acous- 
tic meatus, along with an abnormally small acoustic 
nerve, was found at operation. 

Following operation a complete loss of hearing 
was demonstrated in the right ear and attacks of 
vertigo were absent until the time of writing. 

No previous report on Méniére’s disease in a case 
of congenital deaf-mutism has been found. Deafness 


- of this type has formerly been shown to be associated 


with a malformation of the labyrinth and of the 
organ of Corti. The findings of Méniére’s disease in 
such a case represents an unusual coincidence. 

Joun R. Liypsay, M.D. 


Rosenwasser, H.: Carotid-Body Tumor of the Mid- 
dle Ear and Mastoid. Arch. Otolar., Chic., 1945, 
41: 64. 

Aberrant tumors of the carotid body are very rare. 
One such tumor which occurred in the middle ear 
and mastoid but was not demonstrable in the neck 
is here reported for the first time. 

The patient was a thirty-six-year-old white male 
who had been deaf for ten years but had no sup- 
purative otitis media. Radical mastoidectomy was 
performed and the tumor mass was removed. Re- 
covery was uneventful. Joun F. Dern, M.D. 


NOSE AND SINUSES 


Kully, B. M.: The Use and Abuse of Nasal Vasocon- 
strictor Medications. J. Am. M. Ass., 1945, 127: 
307. 

A revaluation of the increased use of nasal vaso- 
constrictor medication is indicated. 

The primary vasoconstricting effect of sympa- 
thomimetic drugs is usually followed by secondary 
vasodilatation. 
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This secondary vasodilatation is influenced mainly 
by the type and amount of the drug employed and 
the sensitivity of the individual vasomotor mechan- 


ism. 

The addition of antiseptics, particularly sulfathia- 
zole solutions, to vasoconstrictor drugs increases the 
irritant properties without compensatory therapeu- 
tic benefits. 

Judicious use of vasoconstrictive medication is in- 
dicated in surgical, manipulative, and displacement 
procedures, and in some acute nasal infections, 
notably acute sinusitis. 

The indiscriminate use of this medication in acute 
rhinitis lengthens the course of infection and in- 
creases the incidence of sinus and otitic complica- 
tions. 

Vasoconstrictor drugs may of themselves produce 
a vasomotor rhinitis indistinguishable from that due 
to allergy. Vasomotor rhinitis, allergic in origin, is 
made more severe by constricting medication. 

The use of vasoconstrictor drugs in chronic ob- 
structive pathological conditions adds the factor of 
secondary congestion to the obstruction already 
present. Joun F. Deru, M.D. 


PHARYNX 


Howe, H. A., Bodian, D., and Wenner, H. A.: 
Further Observations on the Presence of Polio- 
myelitis Virus in the Human Oropharynx. 
Bull. Johns Hopkins Hosp., 1945, 76: 19. 


Observations on the recovery of poliomyelitis 
virus from the oropharynx in a total of 36 cases are 
reported. Swabs were taken from patients with the 
disease in the spinal and bulbar paralytic, and non- 
paralytic, forms. The swabs were moistened in dis- 
tilled water and frozen on carbon-dioxide ice. Tests 
were performed by eluting the material from the 
cotton in phosphate buffer at pH 8, the eluate then 
being brought to pH7 and treated with ether (20 per 
cent) in the ice box until sterile (from eighteen to 
thirty-six hours), at which time the ether was re- 
moved. 

The inoculum, which was always less than 1.1 
c.c., was given by intracerebral inoculation into 
monkeys. The criteria for successful isolation of the 
virus were the production of flaccid paralysis with 
typical lesions in the spinal cords and the production 
of indubitable lesions alone (1 case). By this method 
the virus was found to be present in 43 per cent of a 
series of 23 cases from which the swabs were taken 
during the first three days of illness. No virus was 
found to be present in 13 cases after the third day of 
illness. Joun R. Lrypsay, M.D. 


NECK 


McCullagh, E. P., Dinsmore, R. S., and Keller, F.: 
Thiouracil in the Treatment of Complicated 
Hyperthyroidism. Cleveland Clin. Q., 1945, 12: 3. 


The authors estimate that the mortality due to 
thiouracil is about 0.5 per cent. In spite of this 


hazard, they tried this drug in special cases exhibit- 
ing varying complications and a failure to respond 
to iodine. 

Case 1 was that of a seventy-year-old woman with 
nodular toxic goiter, cardiac decompensation, dia- 
betes mellitus, and varicose veins of the leg. Over 
a period of six months on a dose of from 0.4 to 0.6 
gm. of thiouracil, the hyperthyroidism was entirely 
controlled, and the diabetes and cardiac function 
were markedly improved. 

Case 2 was that of a woman, aged fifty-five, with 
hyperplastic goiter and cardiac decompensation; 
case 3, a woman, aged fifty, with hyperplastic goiter 
and cardiac failure, and case 4, a woman, aged sixty- 
two, with nodular goiter, diabetes mellitus, and 
diabetic retinitis. All three of these patients were 
greatly benefited with from 0.4 to 0.6 gm. of thiouracil 
daily; each required careful regulation. 

The fifth patient died in thyroid crisis after twenty 
days on thiouracil, and the sixth developed a fatal 
cerebral vascular accident after a few days of 
thiouracil treatment. Cirnron H. Turenes, M.D. 


Eaton, J. C.: The Treatment of Thyrotoxicosis with 
Thiouracil. Lancet, Lond., 1945, 268: 171. 


Eaton reports the use of thiouracil in the treat- 
ment of thyrotoxicosis in 36 patients of whom syste- 
matic records of progress were made. Twenty-eight 
patients presented primary hyperthyroidism, 4 toxic 
adenomas, and 4 recurrent thyrotoxicosis after thy- 
roidectomy. Four patients had coincident diabetes 
mellitus and 2 were pregnant during part of their 
treatment. 

Two pregnant thyrotoxic patients were treated 
without evidence of toxic effects of thiouracil. The 
hyperthyroidism was well controlled during the preg- 
nancies. 

In 3 of 4 diabetics, the diabetes was primary, and 
these patients all responded well to thiouracil. One 
of them developed a gastrointestinal upset with nau- 
sea, vomiting, and severe ketosis three weeks after 
thiouracil treatment was started, but the drug was 
not thought to be responsible for this incident as the 
patient recovered very rapidly when given extra 
insulin, glucose-saline solution, and a suitable diet, 
the thiouracil being continued meanwhile. The dia- 
betic in whom the thyrotoxicosis was the primary 
disease was the only patient who failed to respond to 
thiouracil. 

In this series very few toxic effects of thiouracil 
were seen. The tendency toward leucopenia was 
usually followed by a rise in the white cell count even 
though the dosage was not reduced. The author’s 
experience indicates that thiouracil is effective in the 
treatment of thyrotoxicosis whether it be primary, 
secondary, or recurrent after operation. Toxic 
adenomas seem to respond more slowly to the drug. 
This is in accordance with the findings of other in- 
vestigators. 

On the basis of the 2 cases treated during preg- 
nancy it would seem that there is no contraindication 
to its use except for the possibility that it may pro- 
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duce an enlarged thyroid gland in the fetus. It is 
suggested that thiouracil be replaced by iodine some 
weeks before delivery. Four patients previously 
treated with iodine failed to respond to thiouracil for 
several weeks after treatment was started. The 
initial dose has usually been 600 mgm. daily with the 
maintenance dosage varying on the average from 200 
to 400 mgm. It would seem that the toxic effects of 
the drug are due to overdosage. 
BENJAMIN GOLDMAN, M.D. 


Brgchner-Mortensen, K., and Uhrbrand, H.: Re- 
examination of Patients with Exophthalmic 
Goiter Treated Conservatively. Acta 
scand., 1944, 117: 513. 

Within the period from 1931 to 1940, 191 patients 
were treated for exophthalmic goiter in the Kom- 
mune Hospital, Copenhagen. Eighty-four were 
treated conservatively and of these, 4 died of inter- 
current diseases while in the hospital, and 5 died 
after their discharge from the institution. The re- 
maining 75 patients were re-examined in the sum- 
mer of 1943. 

All of the patients were treated with sedatives and 
bed confinement, and some received iodides also. 

Thirty-two of the patients stated that they were 
able to work, although only 8 of these were entirely 
symptom-free; the others presented symptoms which 
were more or less pronounced. Five patients were 
partially disabled and 5 were totally disabled; 27 
had undergone operative treatment in the interven- 
ing period because of persistent symptoms, and 6 
had died from exophthalmic goiter. 


Data on the basal metabolic rate at the time of the 
re-examination, or at the time of operation in the 
intervening period were available in the cases of 57 
of the 69 patients who survived. There was an un- 
questionable increase in the metabolic rate (over 120 
per cent) in 32 patients. Rates of over 140 per cent 
were found in ro. 

A comparison of these results with those of opera- 
tive treatment shows indisputably the advantages 
of surgical treatment. 

Medical treatment was best for the group of pa- 
tients in whom the illness had been present for less 
than one year, and whose basal metabolic rate re- 
mained below 140 per cent. 

Upon re-examination of 25 patients who had 
received x-ray treatment, the authors observed no 
definite difference between the therapeutic results 
obtained in this group and the results obtained in 
patients who had received purely medical treatment. 

The authors emphasize the fact that with medical 
therapy there is a much longer period of illness and 
disability than with surgical treatment, and that 
this prolongation of the illness further increases the 
possibility of the development of complications, es- 
pecially in the heart. 

The authors agree with Means and Richardson 
that a purely medical treatment of exophthalmic 
goiter necessitates the expenditure of many months 
on an incomplete and uncertain cure, whereas symp- 
tomatic recovery is possible in a few weeks, and with 
a high degree of safety, by means of subtotal thy- 
roidectomy in an iodine remission. 

Josern K. Narat, M.D. 
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SURGERY OF THE 


PERIPHERAL NERVES 


Ibafiez, J. S.: Study of the Myoneural Synapsis Ex- 
perimentally and in Biopsies of Human Mus- 
cles in Cases of Paralysis (Estudio de la sinapsa 
mioneural experimentalmente y en biopsias de mus- 
culos humanos paraliticos). Cirurgia apar. loco- 
motor, 1944, I: 193. 


In studies of anterior poliomyelitis, mice were in- 
oculated with the SK strain of poliomyelities virus 
adapted to mice by Jungeblut. In some cases it was 
found that there were no lesions of the sector of the 
medulla corresponding to the paralyzed muscles. 
There were marked changes in the motor plaques of 
the paralyzed muscles. The histological findings are 
illustrated. They showed disintegration of the motor 
arborizations of the plaques. There were no changes 
in the sensory terminals. 

In the study of the regeneration of the fibers, 
guinea pigs were used as they do not succumb to the 
disease. Regeneration of the fibers was found. 

These studies show that paralysis of central 
origin due to destruction of the nerve cells of the 
anterior cord of the medulla is irreparable, but 
paralysis of peripheral origin due to changes in the 
nerve arborizations of the motor plaques is repar- 
able. It was also found that there are forms of the 
disease with both fever and paralysis, forms with 
fever but without paralysis, and forms with neither 
fever nor paralysis, that is, forms in which the disease 
is not apparent but the individuals affected act as 
carriers. This explains the appearance of the disease 
in isolated cases that have apparently not’been in 
contact with the virus. This is of great importance 
in the study of the disease. 

In examining the other organs of the body they 
were found to show typical changes, which leads the 
author to believe that the disease is a viremia, that 
is, that the virus invades the blood and is carried to 
the different organs. 

Nerves from cases of human paralysis were also 
studied, and illustrations of the histological findings 
are given. Similar changes were found in the nerve 
arborizations, which, the author believes, explains 
the recovery of function in the cases in which the 
disease shows a favorable course. 

Auprey G. Morcan, M.D. 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 
Denny-Brown, D.: Disability Arising from a Closed 
Head Injury. J. Am. M. Ass., 1945, 127: 429. 
_ A study was made of 200 cases of civilian head 
injury, and an analysis from various standpoints is 
given. 
Two hundred cases were selected out of 430 con- 
secutive admissions, excluding patients under fifteen 
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years of age and over fifty-five, as well as vagrants 
and chronic alcoholic addicts. The majority were 
derived from traffic accidents, and relatively few 
were severe, consisting chiefly of “closed head in- 
jury” with varying degrees of scalp wounds and 
varying lengths of unconsciousness. 

An analysis of the symptoms during convalescence 
revealed that 55 per cent had some symptomatology. 
The symptoms included headache and dizziness, as 
well as psychiatric symptoms. The disability lasted 
from two to nine months (or more) following injury. 
Thirty patients were prevented from returning to 
their occupations because of injuries other than the 
head injury. Of the remaining 170 patients, 136 had 
returned to full occupation within two months—only 
5 being away from work for longer than nine months. 
Psychiatric symptoms appeared to have the highest 
correlation with prolonged disability. 

Prolonged disability appeared to have some rela- 
tionship to long periods of disorientation, abnormal 
neurological signs, blood in the spinal fluid, and elec- 
troencephalographic abnormalities, in addition to 
occupational worries such as anxiety over compen- 
sation or litigation. 

The symptoms associated with prolonged disabil- 
ity, whether the injury was mild or severe, were 
predominantly mental symptoms related to anxiety. 

Howarp A. Brown, M.D. 


Schwartz, H. G., and Roulhac, G. E.: Craniocere- 
bral War Wounds; Observations on Delayed 
Treatment. Ann. Surg., 1945, 121: 129. 


This report is based on 130 cases of fracture of the 
skull, of which 74 were battle casualties and the 
remainder were accidental injuries. The number of 
open head wounds was small, but they illustrated 
the problems that must be faced. There are 21 case 
histories which serve to support the conclusions of 
the authors. The report comes from the North 
African theater of operations. 

The early treatment consisted of complete débride- 
ment and closure in layers without drainage, and 
without the local use of sulfonamides, but complete 
repair of the dura by fascial autogenous transplants 
was made if it was necessary. Transplants for the 
dura were obtained usually from the temporal fascia, 
but sometimes from the fascia: lata. Complete 
débridement and closure without drainage may be 
satisfactory even after a long delay. In 8 cases, 
débridement was done after from thirty-six hours to 
four days, with closure without drainage, and pri- 
mary healing resulted. No arbitrary time limit for 
definitive treatment could be set, and, furthermore, 
it was not necessary. As in all medical science, each 
case must be judged on its merits. Apparently, it 
was better to delay débridement at a place where 
there was competent personnel and adequate equip- 
ment, than to give incomplete treatment in the ab- 
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sence of these facilities. The necessity for standard 
equipment such as suction, silver clips, and the 
electrocautery is emphasized. 

Cases were presented in which inadequate débride- 
ment had been carried out at varying periods of 
time. These had to be subjected to radical débride- 
ment, and it was possible in many instances to do 
this with tight closure and without drainage. Several 
illustrative cases are described in which this was done 
at time intervals varying from eight to thirty-two 
days following the first inadequate treatment and 
partial débridement of the wound. Tight closure is 
not the treatment of choice in all cases, for that is a 
matter of surgical judgment, but it can be accom- 
plished in some cases. 

The sulfonamides were not used locally as a rule, 
even in late cases, but large doses of sulfa drugs were 
given by mouth and parenterally to check the blood 
concentration. 

Fascial transplants were used to close dural de- 
fects, but in some of the late cases they were not suc- 
cessful because of sepsis and consequent sloughing. 
Difficulties with fascial transplants are particularly 
likely to develop when there is inadequate débride- 
ment. The packing of open head wounds with sul- 
fonamide-vaseline gauze was considered unsuitable. 

With regard to foreign bodies, metallic material 
was not considered as a constant source of infection 
and when not accessible it was left in place, but this 
did not apply to other foreign bodies. Indriven bone 
fragments, and pieces of clothing and of hair were 
particularly liable to produce infection unless re- 
moved completely. 

The treatment of cerebral hernias was conserv- 
ative and consisted of complete débridement, wash- 
ing with boric solution and dressing with vaseline 
gauze, lumbar puncture, or all of these methods. 

The authors’ article should be of interest to all 
those who are likely to have to deal with injuries of 
this type. In this theater of operations it appeared 
that trained personnel and adequate equipment were 
more important than early operation, especially if 
the situation made for imperfect débridement of the 
wound. The ideal treatment is very early radical 
débridement with all the facilities of fully trained 
personnel and complete neurosurgical equipment. 

ADRIEN VERBRUGGHEN, M.D. 


Rowbotham, G. F., and Ogilvie, A. G.: Chronic 
Intracerebral Hematomas. Brit. M. J., 1945, 1: 
146. 

The clinical picture of a spontaneous subarachnoid 
hemorrhage is usually easily recognized by a sudden 
severe headache, with or without loss of conscious- 
ness, in a young or middle-aged previously healthy 
individual. The diagnosis is then verified by the 
presence of blood in the lumbar cerebrospinal fluid. 
Such hemorrhages occur as a result of congenital an- 
eurysms, due to a weakness either in the mesodermal 
vascular layer at the site of junction of two vessels, 
or from a stump remnant of a primitive vessel which 
has not completely disappeared. 


Although most of these aneurysms rupture into 
the subarachnoid space, some become adherent to 
the cerebral cortex and hence may rupture intracer. 
ebrally. If the patient survives the acute episode, 
a chronic intracerebral hematoma develops. Two 
quite similar cases are presented as examples of the 
latter group. Both patients had a complete hemi- 
plegia which developed at the onset and failed to 
improve in a period of a few weeks; they continued 
to complain of headache and developed a secondary 
rise in intracranial pressure as evidenced by papil- 
ledema. 

Despite evidence suggestive of recurrent bleeding, 
repeated lumbar punctures failed to reveal a fresh 
subarachnoid hemorrhage. On the basis that this 
was an intracerebral lesion arising from the middle 
cerebral artery or its branches, the anterior region 
of the sylvian fissure was explored by a myoplastic 
craniectomy. 

In both cases a cystic hematoma was found—one 
in the superior temporal region and the other in the 
inferior frontal region. Following removal of the 
hematoma an extremely rapid recovery from the 
hemiplegia ensued, and both patients have returned 
to a normal life. 

The authors conclude that the hemiplegia was due 
to pressure upon the middle cerebral artery rather 
than upon the cortex or pathways, since the recovery 
was so rapid. The rise in intracranial pressure is ex- 
plained by an increase in size of the hematoma, which 
resulted from an influx of fluid due to the increased 
osmotic tension following the breakdown of the blood 
clot. It was believed that the dangers of attempting 
to expose and ligate aneurysms in the depth of the 
sylvian region were too great to warrant such a pro- 
cedure; however, the success of evacuating the cysts 
is undeniable. On the other hand, the authors doubt 
that surgery has much to offer in the treatment of 
ordinary apoplexy or, in fact, in the early stages of a 
cerebral hemorrhage due to any cause. 

Jack I. Wootr, M.D. 


Sweet, L. K., Dumoff-Stanley, E., Dowling, H. F., 
and Lepper, M. H.: The Treatment of Pneumo- 
coccic Meningitis with Penicillin. J. Am. M. Ass. 
1945, 127: 263. 

Pneumococcic meningitis is apparently very resist- 
ant to all forms of treatment, including sulfonamide 
therapy. Fifty-six cases of the disease are discussed 
in this article, some of which were seen and treated 
in private practice; others were admitted to the 
Gallinger Municipal Hospital, Washington, D. C. 
between July, 1942 and August, 1944. Up to De- 
cember 20, 1943, 40 patients were treated with either 
sulfadiazine or sulfamerazine with the addition of 
type-specific antipneumococcal serum in 21 cases. 
Since December 25, 1943, penicillin became available 
and since then 16 patients have been treated. In the 
first group of patients, in whom penicillin was not 
used, there were 37 deaths, whereas in the group of 
16 patients treated with penicillin and other forms of 
therapy, there were 9 deaths. Tables show the 
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source of the disease, the spinal-fluid findings, the 
treatment, and the general course of the disease. The 
penicillin-treated group are all included in one table. 

In the penicillin-treated group, treatment was not 
always along identical lines; 3 patients received peni- 
cillin both intrathecally and intramuscularly, but 
received no sulfonamides, with 1 recovery; 5 patients 
received penicillin intrathecally and sulfamerazine or 
sulfadiazine, with 3 recoveries; 8 patients received 
penicillin both intrathecally and intramuscularly and 
also sulfonamides, with 3 recoveries. 

Reactions referable to the lumbosacral part of the 
spinal cord were noted in 4 cases; in 2 cases there 
were pain and weakness of the legs and back, and in 
2 cases there was paralysis of the legs with sphincter 
disturbances and urinary retention. Recovery oc- 
curred in all the cases after the withdrawal of the 
intrathecal penicillin. Recurrence of the symptoms 
took place when the penicillin was stopped too soon. 
Treatment was continued from two weeks to one 
hundred and eight days. Cerebral atrophy occurred 
in 2 patients in whom the drug was given in the 
cerebral ventricle, but whether the atrophy was due 
to the penicillin or to the pneumococcal meningitis 
was not determined. Because of these untoward 
reactions when the intrathecal administration of 
penicillin is long continued, an attempt should be 
made to shorten the necessity for its use by giving 
penicillin systemically and by giving large doses of 
sulfadiazine and sulfamerazine. 

ADRIEN VERBRUGGHEN, M.D. 


MISCELLANEOUS 


Sunderland, S.: The Blood Supply of the Nerves of 
the Upper Limb in Man. Arch. Neur. Psychiat., 
Chic., 1945, 53: 9I- 

Sunderland has undertaken the study of the nor- 
mal distribution of the vasa nervorum in a series of 
37 adult arms, 8 of which were paired. The extra- 
neural features of the vasa nervorum were examined 
by gross dissection, while the intraneural vascular 
pattern was examined in microscopic preparations 
as well. The structure of the vessel and not the size 
was the sole basis for classification. A capillary is 
defined as a vessel with a wall made up only of 
endothelium. A precapillary arteriole has, in addi- 
tion, a muscle Jayer from two to three cells thick 
outside the endothelium. An arteriole has an endo- 
thelium surrounded by a tunica media composed 
predominantly of smooth muscle and this in turn is 
surrounded by a tunica adventitia. Nothing larger 
than an arteriole was seen in the microscopic sec- 
tions. The postcapillary venules are identified by 
their large lumen and very thin walls composed 
principally of connective tissue and a trace of 
smooth muscle. 

All vessels which enter the nerve and terminate 
intraneurally are regarded as nutrient arteries (ar- 
teriae nervorum). The vessels coming from the main 
vessels of the limb or from its named branches and 
which supply the nerve exclusively are called direct. 


NERVOUS SYSTEM 


Fig. 1. Diagram illustrating the manner in which the 
arteriae nervorum behave as they approach or establish 
contact with the nerve. 


Those nutrient vessels which come from branches 
destined to supply extraneural tissues predominantly 
are called indirect. The latter are not common. 

Each individual nerve is supplied by a reasonably 
constant group of arteries, but the number, size, 
and precise origin of the arteriae nervorum vary 
considerably, not only from individual to individual 
but also from one side to the other. Certain regions 
habitually are the site from which a nerve receives 
its nutrient vessel, such as at the elbow in the case 
of the ulnar nerve, and in the spiral groove in the 
case of the radial nerve. The largest nutrient vessel 
dissected in the arm measured 1 mm., the smallest 
was threadlike. 

Nerves run considerable distances without receiv- 
ing a nutrient vessel. Thus the median and ulnar 
nerves were free of entering vessels between the 
axilla and the elbow, nourishment over this length 
of nerve being provided by large intraneural chan- 
nels. However, it is generally difficult to free a nerve 
from its surrounding tissues for more than a few 
centimeters without sacrifice of some of the vessels 
supplying it. The size of the first branches to enter 
a nerve appears to determine the subsequent size 
and number of the branches entering it at more 
distal levels. The larger these first vessels, the larger 
and richer is the intraneural channel and the longer 
the plexus will be maintained before reinforcement 
becomes necessary. The previously reported fact 
that the proximal portion of the nerve receives more 
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larger and longer nutrient arteries could not be con- 

firmed. On the other hand, in about 50 per cent of 

the ulnar nerves examined there was an increase in 
the number of vessels supplying the distal portions. 
This was rare, however, in the case of the median 
nerve. 

The arteriae nervorum are generally short, from 
% to % inch in length. Occasionally, particularly 
in the supply of the median nerve from the radial 
artery, branches up to 1 inch in length are present. 
The vessels take the most direct course to the nerve 
and are generally straight or gently curved and enter 
the nerve on the presenting aspect. Occasionally a 
recurrent twig from a muscular branch enters the 
nerve, on the aspect opposite that at which the 
direct nutrient arteries were entering. This occurs 
most frequently in the supply of the median and 
ulnar nerves in the forearm. 

The behavior of the artery on reaching the nerve 
is diagrammatically represented in figure 1: (1) the 
vessel may plunge at a variety of angles immediately 
into the vessel; (2) it may run distally and then enter 
the nerve; (3) it may run along the nerve giving off 
penetrating vessels and then leave; (4) the nerve may 
be supplied from an arterial loop; (5) the nutrient 
artery may divide on or before reaching the nerve; 
(6) occasionally an artery perforates a vessel, with 
or without supplying the nerve; or (7) occasionally 
2 vessels enter the nerve at the same level. 

The intraneural vascular pattern is composed of 
4 systems of vessels parallel with the longitudinal 
axis of the nerve. The epineural system is composed 
of arterioles or precapillaries with few transverse or 
oblique anastomoses. The interfascicular arterioles 
form a second longitudinal system from which in 
turn are derived longitudinally disposed systems of 
capillary- and precapillary-sized vessels in the peri- 
neurium and in the fasciculi. No single vessel 
dominated the intraneural pattern over the entire 
length of the nerve. Major intraneural channels of 
one segment are generally replaced by a newly enter- 
ing arteriole as the nerve descends. Occasionally in 
both the case of the ulnar and the median nerves a 
large vessel on the inner surface of the nerves has 
been observed to descend from the axilla to the elbow 
without interruption or alteration of position. There 
is a general tendency for the largest intraneural ves- 
sels to be arrayed toward the center of the nerve in 
the forearm and toward the periphery in the arm. 

A characteristic feature of the intraneural vascular 
pattern is the considerable overlap of supply between 
nutrient arteries entering at different levels. There- 
fore it would seem that no vessel can be said to sup- 
ply a precise and discrete segment of nerve. During 
this study, nerves were frequently stripped, at op- 
eration, of all surrounding connection for distances 
up to 10 cm., yet when the nerve was divided. dis- 
tally the cut end of the freed segment continued to 
bleed profusely. This demonstrated the richness of 
the intraneural anastomoses. 

Venules were the largest venous vessels seen in 
nerves and leaving them. The intraneural venous 


pattern corresponded in general to the arterial ar- 
rangement. Large veins of the deep nerves generally 
terminate in muscular veins; however, it is not un- 
common to see large emerging veins entering prin- 
cipal veins. Veins of cutaneous nerves also generally 
drain into muscular veins beneath the deep fascia, 
although drainage into the subcutaneous venous 
system is not uncommon. 

The principal blood supply to the median nerve 
in the upper arm comes from the axillary and 
brachial arteries. In the cubital fossa the nerve re- 
ceives its supply from one or several of the arteries 
related to it in this region. In the forearm the nerve 
is supplied by the radial and ulnar arteries and prin- 
cipally by the median artery when present (it was 
present in 27 of 37 specimens). 

The ulnar nerve is accompanied throughout its 
course by a continuous arterial chain, derived in 
turn from the axillary, brachial, ulnar collateral, 
supratrochlear, posterior ulnar, and ulnar arteries. 
The latter two vessels give the principal and most 
constant supply to the ulnar nerve. 

The radial nerve is supplied by the axillary, sub- 
scapular brachial, and profunda brachii arteries in 
the axilla and arm before it enters the spiral groove; 
by the profunda brachii artery while in the groove, 
and by the anastomosis between the profunda and 
the anterior radial recurrent artery while in the 
intramuscular furrow between the brachialis muscle 
medially, and the brachioradialis and the extensor 
carpi radialis longus muscle laterally. The main 
supply in most cases is obtained from the profunda 
artery. 

The superficial radial nerve is supplied by the an- 
terior radial recurrent and radial arteries or their 
branches. The posterior interosseous nerve is sup- 
plied by the anterior radial recurrent and posterior 
interosseous arteries, and occasionally by the an- 
terior interosseous artery in the distal third of the 
forearm. 

The median nerve usually receives more and 
larger nutrient vessels in the upper arm than in the 
forearm. The ulnar nerve receives more vessels in 
the forearm than in the arm in a small majority of 
cases. However, the vessels in the arm are larger 
than those in the forearm. 

Henry A. SHENKIN, M.D. 


Poppen, J. L.: The Herniated Intervertebral Disc; 
An Analysis of 400 Verified Cases. N. England 
J. M., 1945, 232: 211. 


The author presents an analysis of 400 verified 
cases of herniated intervertebral discs which were 
seen over a course of ten years in the Department of 
Neurological Surgery of the ‘Lahey Clinic, Boston. 
There is no discussion of comparative or contempo- 
rary opinion, but an excellent analysis of the 400 cases 
is given. These cases represent only 8 per cent of the 
patients who presented themselves at the Clinic with 
low backache, sciatica, or both. Sciatica was present 
in all of these patients except 2, and the most con- 
stant operative finding was a positive straight-leg 
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sign. The author believes that this sign would ap- 

ar in 100 per cent of the cases with intervertebral 
discs at the third, fourth and fifth lumbar segments, 
provided they were examined in the acute phase of 
the condition. In difficult cases, oxygen spinograms 
were made. Ordinarily, characteristic findings of a 
herniated disc were not noted in the roentgeno- 
rams. 

It is pointed out that conservative treatment 
should be attempted, especially in the cases in which 
there has not been prolonged disability or prolonged 
pain; whereas, in cases in which the pain has caused 
serious disability and economic loss, operation should 
be undertaken. With regard to the questions of 
whether the disc alone should be removed, and 
whether a fusion should be added, it is believed that 
if there is a long history of predominating back pain 
associated with abnormal facets and an unstable 
back, the patient should be given the benefit of a 
fusion. This is advisable particularly if the occupa- 
tion of the patient consists of heavy manual labor. 
The author is of the opinion that not only the 
herniated loose part of the disc should be removed, 
but also degenerated disc tissue. 

The relief of sciatica was satisfactory in most of 
the cases, but in almost half there was residual back 
discomfort on heavy lifting or when sitting. This 
situation was not materially improved in the pa- 
tients (9 per cent of the series) who also had fusions; 
15 per cent of the patients did not obtain any relief 
of the pain. 

Attention is called to the possibility of mistaking 
a disc for a tumor of the cauda equina and to the 


fact that 6 patients in this series had developed com- 
plete paraplegia as the result of massive extrusion of 


disc tissue. ADRIEN VERBRUGGHEN, M.D. 


Key, J. A.: The Conservative and Operative Treat- 
ment of Lesions of the Intervertebral Discs in 
the Low Back. Surgery, 1945, 17: 291. 


This interesting article by an orthopedic surgeon 
presents an exhaustive study of the care and treat- 
ment of patients with low back pain. It is based 
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upon a series of 120 consecutive cases which were 
operated upon for ruptured intervertebral discs in 
the lumbar region, as well as many other cases which 
were treated by conservative means. The history 
and physical examination were the prime factors 
considered in determining the type of treatment to 
be given the individual patient. It is emphasized 
that conservative management be attempted first, 
and only in patients having a history of prolonged 
disability and no relief from conservative treatment, 
should operation be considered. Routine roentgen- 
ograms of the lumbosacral region were taken as con- 
firmatory evidence of a disc lesion, and it was noted 
that frequently, even though a narrowed space was 
seen on the roentgenogram, the disc lesion was not 
necessarily at this space, but might be in a space 
which appeared normal in the roentgenogram. 
Spinograms were not taken. As a rule, at least two 
disc spaces were explored. 

For the purpose of treatment, patients were 
classified as ambulatory patients, bed patients, and 
operative patients. The group of ambulatory pa- 
tients were treated with supports, with or without 
sacroiliac pads; especially supported beds were ad- 
vised; and in some cases manipulations were em- 
ployed. Bed patients were treated by placing them 
with the head and knees flexed and the application 
of local heat, and when the acute symptoms had sub- 
sided, the ambulatory treatment was continued. 
With regard to operative treatment, this was sug- 
gested only when conservative methods had failed; 
the protruded part of the disc was removed, with or 
without curettement of the nucleus pulposus, and 
with or without spinal fusion. The operative tech- 
nique is very carefully described, as is the treatment 
by spinal fusion, which is done according to the 
operative technique described by Breck and by 
Basom and Bosworth. Also, it is pointed out that 
the surgical treatment does not give a 100 per cent 
perfect result, but this remark is true in other sur- 
gical conditions. The results in this series of cases 
were highly satisfactory. 

ADRIEN VERBRUGGHEN, M.D. 
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CHEST WALL AND BREAST 


Nohrman, B. A.: Results of Treatment of Cancer 
of the Breast at Centrallasarettet in Boras, 
Sweden. Acta radiol., Stockh., 1943, 24: 478. 


The cases of cancer of the breast treated at the 
Central Hospital of Boras from September, 1931 to 
March, 1941 are reviewed. All were re-examined 
during the second half of February and in March, 
1943, so the period of observation was in no case 
less than two years. There were 205 cases, which 
were divided into three groups: (1) cases of radical 
operation in which the patients were given pre- 
operative or postoperative irradiation, or both; 
(2) cases of nonradical operation; and (3) inoperable 
cases which were given only roentgen treatment. 

Preoperative treatment consisted of 3 or 4 applica- 
tions of 300 roentgens (focal distance 40 cm., filter 
% mm. of copper and 1 mm. of aluminum, and 205 
kv.) to each of two fields, that is, six or eight treat- 
ments in as many days. Operation was done three 
or four weeks after the end of the preoperative 
treatment. Postoperative treatment was generally 
begun one or two weeks after operation. Asa rule 
two series of treatments were given with an interval 
of two months; one treatment a day was given for 
eight days over two fields, one anterior and one pos- 
terior. The anterior field was given five treatments 
of 200 roentgens each (focal distance 50 cm., filter 
4 mm. of aluminum, 180 kv.), while the posterior 
field was given 3 treatments of 300 roentgens each 
(focal distance 40 cm., filter 14 mm. of copper, and 
205 kv.) 

Of the first group 48 of the x51 patients were alive 
five years after operation with no signs of metas- 
tases in the bones or viscera. No definite difference 
in prognosis on the basis of age could be found. 

Of the 8 patients in group 2, 5 were alive after 
five years, 1 is still alive after nine years, and 1 is 
alive after ten years. In group 3, 11 of the 46 
patients were alive after five years; half of these 
died within the next two years. 

From the figures the author concludes that the 
results are better with combined surgical and roent- 
gen treatment than with either alone even if there 
are palpable glands in the axilla. 

Auprey G. Morcan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Maier, H. C., and Klopstock, R.: Lobectomy for 
Pulmonary Tuberculosis. J. Thorac. Surg., 1945, 
14: 20. 

Sixteen cases of pulmonary tuberculosis treated by 
lobectomy are reported by the authors. All patients 
had active tuberculosis with positive sputum. The 
lobectomies were done as primary surgical pro- 
cedures. 


A variety of indications for lobectomy were pres- 
ent, as follows: 

1. Tension cavities which failed to respond to 
pneumothorax, or in which pneumothorax could not 
be obtained. 

2. Apredominately bronchial type of disease, per- 
haps with little cavitation. 

3. Lower lobe cavities not responding to pneu- 
mothorax. 

4. Extensive caseation of one lobe with little 
cavitation, and with the disease limited almost to 
one lobe. 

5.. A shrunken, destroyed lobe with extensive 
cavitation and with little or no disease in the contra- 
lateral lung. 

6. Unilobar disease in a young person, especially 
in the growing child. (Lobectomy was done in pref- 
erence to thoracoplasty.) 

In the majority of these patients, the disease was 
in the quiescent stage, although there were signs of 
activity in some, as shown by a slight fever, in- 
creased pulse rate, and an increase in the sedimenta- 
tion rate. Only 1 patient had a large amount of 
sputum and this one died from a contralateral 
spread. Bronchial disease was present in some cases, 
but bronchoscopy did not show ulcerative disease 
at the site at which division of the bronchus was 
required. 

All operations were done with the individual hilar 
dissection technique, and great stress is placed upon 
this technique. Intratracheal anesthesia with gas- 
ether-oxygen was used, although some of the early op- 
erations were done under cyclopropane. The surgical 
procedures were carried out meticulously, and an 
average period of four and one-half hours was re- 
quired for the operation. The pleural cavity was 
drained by means of a closed system maintained 
with a water seal. The drainage tube was removed 
in from twenty-four to forty-eight hours after opera- 
tion. 

In 13 of the 16 cases, the operative and post- 
operative course was analyzed in detail. In none of 
these cases did the systolic blood pressure drop more 
than 25 mm. of Hg., the average drop in blood pres- 
sure being only 13 mm. Hg. No instance of shock 
was encountered. The authors believe that the more 
serious disturbances were prevented by the avoid- 
ance of anoxia, large blood losses, and excessive 
traumatization of tissues, and by the replacement of 
blood. Postoperative oxygen therapy was used 
routinely but routine postoperative bronchoscopy 
was not employed. 

The results in these 16 cases were as follows: 
Ten patients had an uncomplicated course. In 3, 
there was some radiological evidence of an increase 
in pre-existing disease in the contralateral lung; this 
cleared in a few days. One patient developed a 
staphylococcus empyema and required a limited 
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SURGERY OF 


thoracoplasty. Another patient has a tuberculous 
empyema and will require a thoracoplasty later. The 
1 fatality occurred as a result of contralateral 
spread in a patient with a large amount of sputum. 

Amongthe 15 living patients, thesputum is negative 
in 12. Of the 12 negative cases, 6 are negative by 
culture methods and 6 by concentration methods, 
the latter being too recent to obtain negative cul- 
tures. The general condition of the patients is good, 
and some are working. 

The authors have not attempted to draw any 
final conclusions regarding the resection of lung 
tissue for pulmonary tuberculosis, and they have 
presented their results merely in the hope of clarify- 
ing many of the problems encountered. F 

Forrest D. Dopritt, M.D. 


Janes, R. M.: Total and Partial Pneumonectomy 
in the Treatment of Pulmonary Tuberculosis. 
J. Thorac. Surg., 1945, 14: 3. 


The author reports his experience with resection 
of the lung for pulmonary tuberculosis. Since Oc- 
tober, 1940, 17 partial pneumonectomies and 15 
total pneumonectomies have been done. This re- 
port is up to May, 1944. The cases are broken down 
into groups of upper- and middle-lobe lobectomies, 
lower-lobe lobectomies, and total pneumonectomies. 

Upper- and middle-lobe lobectomies. In this group 
there were 7 upper- and 1 middle-lobe lobectomies. 
The surgical indication in 6 of the 7 upper-lobe le- 
sions was a persistent cavity in spite of selective 
pneumothorax. The other upper-lobe lesion was a 
fibrocaseous one with a cavity at the apex. The 
middle-lobe resection was done for bronchostenosis. 
In this group there was 1 death which occurred 
about twenty-one months later at a subsequent 
lower lobectomy for stenosis and bronchiectasis. Of 
the remaining 7 patients, all are clinically well and 
sputum-free, except that the 1 subjected to middle- 
lobe lobectomy has positive sputum from ulceration 
of the bronchial stump. 

Lower-lobe lobectomies. In this group there were 2 
cases of tuberculous bronchiectasis, 1 of which was 
included in the group of upper-lobe lobectomies. 
Six of the other cases presented either a persistent 
cavity or positive sputum from a collapsed lower 
lobe. The last case presented a tuberculous lower 
lobe without a cavity and negative sputum. 

It was considered that the patient in the last case 
would be safer with a resection. Following the 9 
lower-lobe lobectomies there were 2 deaths. One 
death occurred on the forty-third day because of 
contralateral spread, tuberculous empyema, and 
bronchial fistula. The other death was due to acute 
suppurative mediastinitis. Of the remaining sur- 
viving patients all are clinically well, with negative 
sputum, and some are doing part-time work. 

Total pneumonectomies. There were 15 cases in 
this group. In 10 of them there was stenosis of the 
main bronchus. Two other cases presented extensive 
caseous and cavernous lesions involving a whole 
lung. One case presented tuberculous bronchiectasis 
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of the lower and middle lobes; another, a cavity in 
the middle lobe with extensive disease in the lower 
and upper lobes. The remaining case revealed a 
tuberculoma near the hilum with collapse, and bron- 
chiectasis distal to it. In this group only 1 patient 
died in the immediate postoperative period. Death 
was due to a questionable embolus in the remaining 
lung. One death occurred about two years after the 
operation because of extension of the disease in the 
other lung. Another death occurred about five 
months postoperatively because of contralateral dis- 
ease. One other patient is in poor condition and 
expected to die. Two of the surviving patients have 
positive sputum; in 1 it is due apparently to ulcera- 
tion of the bronchial stump and in the other to 
bronchial disease in the other lung. One other pa- 
tient is in good condition but has a persistent em- 
pyema; another has nontuberculous bronchiectasis 
on the other side but is free of tuberculosis. There- 
fore, in this group of 15 pneumonectomies, 7 pa- 
tients have had an excellent result and several are 
doing part-time work. 

In this whole group of resections the individual 
ligation technique was used in all but one case; this 
was an early case done with the tourniquet. Em- 
pyema developed, but the patient survived. 

Forrest D. Dopritt, M.D. 


McCartney, J. S.: Postoperative Pulmonary Em- 
bolism. Surgery, 1945, 17: 191. 


Pulmonary embolism is always a complication of 
some pre-existing disease which has almost always 
confined the person to bed. When the embolism 
takes place the symptoms usually come on suddenly. 
Death occurs quickly, in accordance with the size of 
the embolus or emboli, after some minutes, hours, or 
days. Not infrequently, the patient recovers com- 
pletely. In brief, the symptoms are dyspnea, sub- 
sternal pain or discomfort, cyanosis, and anxiety. 

Before pulmonary embolism can taken place there 
must be thrombosis of a vein in some part of the 
body. The common primary sites of thrombosis are 
the veins of the lower extremities and pelvis and, 
rarely, elsewhere. Small nonfatal emboli not infre- 
quently come from the right side of the heart, usu- 
ally from the atrium. Embolism usually occurs in 
individuals who have shown none of the ordinary 
signs of thrombophlebitis. An unexplained fever or 
leucocytosis may be the only indication that some- 
thing is wrong. Massive emboli usually come from 
the iliac or femoral veins, although the very begin- 
ning of the thrombus may have been far down the 
leg. It rarely happens that an embolus has its origin 
in a vein in the field of operation. 

In patients who develop thrombosis, with or with- 
out embolism, clotting of the blood goes far beyond 
the normal limits, and clots form where there has 
been no obvious injury to a vessel. Many factors 
apparently operate to cause thrombosis. Usually 
these factors are divided into 3 groups: (1) slowing 
of the blood stream, (2) injury of the endothelium, 
and (3) changes in the composition of the blood. 
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The author’s data are based on 25,771 autopsies 
at the University of Minnesota Hospitals, Minne- 
apolis, made during the twenty years ending Decem- 
ber 31, 1938. There were 689 (2.67 per cent) in- 
stances of death attributable to pulmonary embo- 
lism. Among the 25,771 cases, there were 4,070 
postoperative deaths. In 216 instances, or 5.3 per 
cent of the cases, there was pulmonary embolism 
that could be called fatal. In this group of post- 
operative deaths there were 471 instances (11.5 per 
cent) of venous thrombosis or pulmonary embolism. 
Analysis of this material according to the sites of 
operation, age, and sex, showed: (1) that in most 
parts of the body the incidence of venous thrombo- 
sis, with or without pulmonary embolism, and of 
fatal pulmonary embolism revealed a tendency to in- 
crease with age; (2) that while thrombosis and em- 
bolism might occur following operation on any part 
of the body, it appeared more frequently after opera- 
tions on certain parts of the body (head, extremities, 
and abdomen); (3) that age and sex must be given 
due consideration before a statement as to frequency 
of embolism is made; and (4) that perhaps the age of 
the patient at the time of operation may be of as 
great importance as the site of operation in deter- 
mining whether thrombosis and embolism will occur. 
Tuomas F, THornTON, Jr., M.D. 


HEART AND PERICARDIUM 


Van Buchem, F. S. P.: Sharp Penetrating Heart 
Wounds. Acta med. scand., 1943, 114: 496. 


A case of stab wound of the heart in a healthy 
young man of twenty-six years is described. At 
operation, a wound 8 cm. long was found in the 
pericardium and a wound several centimeters long 
was found in the myocardium near the base of the 
heart through the wall of the right ventricle. The 
myocardium and pericardium were sutured. It was 
not necessary to ligate any of the coronary arteries. 

Electrocardiograms and roentgenograms of the 
heart were taken from twelve hours after the opera- 
tion on October 11 to January 14. The heart showed 
the typical plump form sometimes seen in dilatation 
of the heart in anemia, myxedema, and acute myo- 
carditis. The electrocardiogram at first showed a 
shifting of the ST segment above the isoelectric line 
in all three leads, followed by sharp negative T curves 
with a convex ST segment, especially in the first 
lead. This resembles the picture seen in the later 
phases of a myocardial infection. However, the 
sharp negative T in all three standard leads is char- 
acteristic of acute pericarditis. 

The author believes that the picture in this case 
confirms the theory that, in addition to the peri- 
carditis, the injury of the myocardium is also partly 
responsible for the important electrocardiographic 
defects. It is readily understandable that an in- 
fected wound in an area that contains so many 
arteries and so much blood as the heart muscle may 
cause a rapidly spreading inflammation. 

Aubrey G. Morcan, M.D. 
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ESOPHAGUS AND MEDIASTINUM 


Sweet, R. H.: Transthoracic Resection of the 
Esophagus and Stomach for Carcinoma. Ann, 
Surg., 1945, 121: 272. 


The technical advantages of the transthoracic ap. 
proach are not well established in the surgical 
management of certain cases of carcinoma of the 
esophagus and of the cardia and fundus of the 
stomach. Starting with the cases of carcinoma in- 
volving the cardia and fundus of the stomach or the 
esophagus close to the cardia, the application of this 
procedure has been extended during the past three 
years to include many cases requiring a total gas- 
trectomy, and more recently, because they effect cer- 
tain modifications of the technique of operation, 
resections with anastomosis have been performed 
high in the chest for the removal of midesophagus 
lesions. 

From the standpoint of the operative technique 
to be used, the cases can be arranged in three groups 
according to the location of the growth: 

1. Lesions in the middle half of the thoracic por- 
tion of the esophagus. These require an esophagec- 
tomy with a high intrathoracic esophagogastric 
anastomosis, either just above or just below the 
aortic arch (Fig. 1). 

2. Lesions arising in the lower esophagus or fundus 
of the stomach. In this group the resection includes 
a portion of the esophagus and a relatively large 
segment of the upper half of the stomach. An eso- 
phagogastric anastomosis low in the chest is carried 
out (Fig. 2). 

3. Lesions which involve the major portion of the 
stomach but which invade the cardia and often the 
lower esophagus. These require a total gastrectomy 
followed by an esophagojejunostomy low in the 
chest (Fig. 3). 

From 1939, when the first transthoracic gastric 
resection was performed at the Massachusetts Gen- 
eral Hospital, Boston, until November 1, 1944, 127 
patients with carcinoma of the stomach or esophagus 
have been operated upon by the transthoracic 
approach. 

Cases were considered to be inoperable when 
metastases were found in the lung, the liver, or in 
the peritoneum, or when the primary tumor was too 
adherent or was invading adjacent tissues or organs, 
excepting the spleen or tail of the pancreas which 
could be removed. Regional lymph nodes contain- 
ing metastases were removed in resectable cases 
along with the growth. In several cases a resection 
was performed even when involved nodes which 
were inaccessible had been found. The removal of 
an obstructing growth in such circumstances was 
considered to be justifiable because of the palliative 
relief which was brought about by the operation. 
In general, a radical approach to the problem was 
adopted and any growth which could be resected was 
removed, always with the hope of effecting a cure 
but actually with the expectation in the majority of 
cases of a reasonable degree of palliation. 
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Fig. 1. 
Fig. 1. Diagram illustrating the arrangement of viscera 
after completion of the operation for resection of a carci- 
noma of the midthoracic portion of the esophagus. The 
stomach is drawn high in the chest, the esophagus is 
divided above the aortic arch, and the anastomosis is 
placed in front of the arch. The insert shows the region 
in the esophagus where the tumor lies in these cases. 
Fig. 2. Diagram illustrating the arrangement of viscera 
after resection of the lower esophagus, cardia, and fundus 


Among the entire group of 72 cases of radical re- 
section followed by anastomosis, 18 patients died 
postoperatively. The overall postoperative mortal- 


ity rate, therefore, was 25.0 per cent. The total 
number of patients who manifested postoperative 
complications, obtained by adding together the num- 
ber of deaths and the number of complicated cases 
ending in recovery, was 31, or 43 per cent. The total 
number of recoveries without complications was 41, 
or 67 per cent. 

Empyema was observed in 8 cases. It was a con- 
tributing cause of death in 5 of the patients who had 
a total gastrectomy. In all of these there was wide- 
spread sepsis with peritonitis, mediastinitis, or septic 
embolism, and the empyema was merely one aspect 
of the generalized infection. All were operated upon 
before the year 1942, at a time when sulfanilamide 
was being used locally in the chest and before 
catheter drainage of the left pleural cavity was used 
routinely in all cases. Since then there have been no 
cases of empyema except in the total gastrectomy 
group. Mediastinitis was recognized in 4 patients, 
as proved by autopsy examination. It may have 
occurred in others who recovered or upon whom no 
autopsy was performed. It was usually accompanied 
by other evidences of infection. Peritonitis was 
found at autopsy in 5 patients who died of over- 
whelming sepsis after total gastrectomy. Major 
wound sepsis occurred in 2 cases. Acute parotitis 
occurred in 3 cases, but all of the patients survived. 

Disturbances of rhythm without other cardiac 
signs were relatively infrequent, 4 cases in all. In 3 


Fig. 2. 


Fig. 3. 

ot the stomach. The distal segment of the stomach is 
drawn into the chest for a low intrathoracic esophago- 
gastric anastomosis. The insert shows the region involved 
in this type of case. 

Fig. 3. Diagram illustrating the arrangement of viscera 
after total gastrectomy with intrathoracic esophagojeju- 
nostomy. The insert shows the region involved in such 
aT (entire stomach). (Courtesy of J. B. Lippincott 

0. 


of these, auricular fibrillation occurred and digitali- 
zation was of benefit. Auricular flutter occurred in 
1 case and was of alarming seriousness. It was 
finally controlled by the administration of quinidine. 
Congestive failure of the heart was the principal or 
at least a major contributing cause of death in 6 
patients. The majority of these had other complica- 
tions as well, mostly sepsis. A diagnosis of myo- 
cardial infarction was made in 3 cases. 

Massive pulmonary embolism occurred in 4 cases, 
representing an incidence of 5.5 per cent. In 2 of 
these sudden death resulted. In neither case was 
there any evidence of venous thrombosis in the legs. 

Thrombophlebitis of the femoral vein requiring 
bilateral superficial ligation of the femoral vein oc- 
curred in 2 cases. 

In the entire series of 72 radical resections followed 
by some form of anastomosis (thus excluding the 
Torek operations), 18 postoperative deaths occurred. 

On the basis of his experience the author offers 
the following summary of the factors which are con- 
sidered of primary importance: 

A. Preliminary preparation of the patient. 

1. Prolonged preoperative hospitalization of the 
patient (from one to three weeks) to provide for 
physical rest and thorough clinical and laboratory 
study to evaluate the patient’s condition. 

2. Transfusion of whole blood sufficient to restore 
a normal level of hemoglobin after photohemoglobin 
determination. 

3. Administration of a high protein, high carbo- 
hydrate diet. This must often be almost entirely 
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liquid in the obstructed cases; for those patients who 
can take solid food a well balanced diet is prescribed. 

4. Administration of large doses of ascorbic acid 
(from 100 to 1,000 mgm.) per day. 

5. Administration of vitamin B-complex, usually 
in liquid form. 

6. Digitalization in the patients with auricular 
fibrillation and in certain very elderly patients. 

7. Routine administration of sulfadiazine, 1 gram 
every four hours for forty-eight hours preceding the 
day of operation. 

8. Preliminary jejunostomy for feeding in a few 
patients who cannot swallow an adequate liquid or 
semisolid diet. 

B. Conduct of the operation. 

1. The use of intratracheal: positive-pressure in- 
halation anesthesia (ether and oxygen). 

2. Routine complete expansion of the lung by the 
anesthetist every twenty to thirty minutes during 
the progress of the operation. 

3. Transfusion of blood during the operation. 
This is started as soon as the skin incision is made 
and from 2 to 3 pints of blood are administered dur- 
ing the course of the procedure. 

4. Use of silk technique throughout, including the 
anastomosis. 

5. Avoidance of tying large masses of tissue. 

6. Scrupulous hemostasis and particular care to 
avoid the development of hematomas in the mesen- 
tery or walls of viscera. 

7. Avoidance of trauma to tissues: no clamps on 
the esophagus; no clamps for the anastomosis; no 
utilization of the cautery. 

8. Avoidance of splenectomy when possible (to 
prevent the development of thrombosis of the splenic 
vein and subsequent hepatic emboli). The spleen 
must be removed (a) if torn; (b) if adherent to the 
growth or if the growth invades the tissues around 
the splenic vessels; and (c) if it will lie in the way of 
the anastomosis (especially in those cases in which 
an esophagojejunostomy is performed. 

g. Avoidance of the local utilization of sulfona- 
mides, which would predispose to the development 
of empyema. 

10. Routine insertion of catheter for closed-system 
drainage of the chest. 

11. Levin tube left with tip just above, but not 
through, the anastomosis. 

C. Postoperative care. 

1. Routine use of the oxygen tent for twenty-four 
hours, or sometimes longer. 

2. Removal of the Levin tube on the day after 
operation. 

3. Removal of chest drainage tube from forty- 
eight to seventy-two hours after operation, depend- 
ing upon the amount of drainage. 

4. Careful clinical observation twice each day to 
detect particularly: (a) tension pneumothorax; 
(b) fluid in the chest; (c) evidence of intrapulmonic 
disease (collapse or pneumonia); (d) cardiac arrhyth- 
mias. 

5. Aspiration of the chest if fluid is suspected. 
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6. Routine portable chest roentgenogram on the 
fifth day, or at any other time if indicated. 

7. Daily administration of intravenous alimenta- 
tion and medication of patient with glucose or salt 
as indicated: aminogen if proteinis low; and vitamins 
(ascorbic acid, riboflavin, thiamine, and nicotina- 
mide). 

8. Oral feedings, beginning on the fifth day with 
1 ounce of water every hour; then a gradual increase 
in the amount and kinds of nutritious fluids, and 
later soft solids, depending upon the toleration of 
the patient. 

9. The patient is allowed out of bed on the fourth 
to the seventh day. 

10. Sulfadiazine, 5 gm. daily, is continued for five 
days, or longer if necessary; it is omitted if signs of 
toxicity occur. 

11. Bilateral superficial ligation and division of 
the femoral vein if signs of deep phlebitis develop or 
after sublethal pulmonary embolism is detected. 

Too little time has elapsed since the operation in 
the majority of cases to obtain any accurate im- 
pression of what the end-results from the standpoint 
of survival are to be. They will no doubt be disap- 
pointing if one expects to cure these patients. How- 
ever, the importance of the operation as a method of 
palliation cannot be stressed too much. A large per- 
centage of these patients cannot swallow enough 
food before operation to keep from starving. The 
happiness which results from being able to eat again 
is truly pathetic in many instances. The author has 
adopted the policy of resecting every growth that 
can be removed even if the operation must be ex- 
ceedingly radical, as when it is necessary to remove 
a portion of the diaphragm, the spleen, the tail of 
the pancreas, or even portions of the left lobe of the 
liver. If after such radical surgery the patient is 
relieved of his obstruction and can swallow satisfac- 
torily again, if only for six months to one year, the 
operation is worth while. JosepH K. Narat, M.D. 


Wilson, S. J., and Cares, R.: Mediastinal Teratoma. 
Arch. Path., Chic., 1945, 39: 113. 


Because of the rarity of mediastinal dermoid and 
teratomatous tumors the authors add their case to 
those recorded in the literature. 

The symptomatology, therapeutic measures em- 
ployed, and autopsy findings are presented. 

The teratoma proved to bea solid mass containing 
all three germ layers. Choriocarcinomatous ele- 
ments were found in the tumor, as well as in a 
metastatic cervical lymph node. The tumor was 
classified as an embryonal type of teratoma. 

R. A. BERGER, M.D. 


MISCELLANEOUS 


Holter, H. V., and Horwitz, O.: Spontaneous Pneu- 
mothorax Produced by Ascent in an Airplane. 
J. Am. M. Ass., 1945, 127: 519. 


It is probable that air travel will become more 
prevalent after the war for persons of all ages, and 
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that such persons who may have suffered recent ill- 
ness are likely to consult their physician before un- 
dertaking air travel. 

It is the opinion of the authors that this re- 
port of a case of spontaneous pneumothorax, in 
which the precipitating factor was the change of 
atmospheric pressure produced by the ascent to 
8,000 feet in an airplane, may influence the advice 
given to patients in this respect. 

In considering the mechanism of this accident, it 
is probably easier to consider first the precipitating 
factor which is known, rather than the predisposing 
factor which is questionable. Under normal condi- 
tions the pleural cavity is merely a potential space 
between the parietal and pulmonary pleura in which 
an average pressure of about 756 mm. of mercury is 
maintained. In this case the pressure was rather 
abruptly dropped to about 560 mm. of mercury, or 
by about 26 per cent, which caused the lung to col- 
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lapse partially. As long as the pleural cavity re- 
mained potential, this would not have been possible, 
but with the development of the tendency of the pul- 
monary pleura to separate from the parietal pleura, 
weakness in the pleura was exploited and pneumo- 
thorax occurred. 

As far as the predisposing factors are concerned, 
evidence seems to point to adhesions or emphysema- 
tous blebs rather than to tuberculous infection in a 
large percentage of cases. 

It has lately been reported that patients with 
traumatic pneumothorax may be transported by air 
at low altitudes without jeopardy. 

Although no definite conclusion may be drawn 
from this particular case, it is the considered opinion 
of the authors that extreme caution should be 
exercised in advising patients who have had known 
diseases of the pleura about airplane travel. 

Joun E. Krrxpatrick, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Brandon, W. J. M.: Inguinal Hernia; the House 
that Bassini Built. Lancet, Lond., 1945, 268: 167. 


A survey of the published work on inguinal hernia 
reveals three fundamental facts: that most of it is 
either conscious or unconscious reiteration; that a 
good deal of it is dictated by the fashion of the mo- 
ment; and that at the present rate of progress the 
course will continue to be lapped indefinitely. 

The current phase in the treatment of inguinal 
hernia might well be described’as the “Ogilvie phase.” 
In other words, simple excision of the sac has become 
a standard method of repair for the uncomplicated 
type of oblique hernia; the Bassini operation has 
been relegated to the museum; and the reconstruc- 
tion of the inguinal canal for direct and large oblique 
hernia has been left to the devices of the “Old Gang” 
—the Halsted, the Bloodgood, the McArthur, the 
Gallie, the silk-lattice repair, and their innumerable 
modifications. These methods have failed in the 
past, and there seems little reason to believe that 
they will not continue to do so in the future. 

Most authorities agree that about 70 per cent of 
the recurrences take place during the first twelve 
months and that 9o per cent are found by the end 
of the second year. For the rest, the figures given for 
recurrence depend on either personal experiences sug- 
gestive of the most incredible good fortune, or on 
statistical reviews handicapped at the outset by an 
inadequate knowledge of the severity of the hernia, 
the type of operation, or the technical ability of the 
surgeon involved. No estimate of the recurrence rate 
can have any practical value unless these points have 
been examined most carefully, and, above all, the 
review must include individuals exposed to strain, 
such as members of the Armed Forces or of the Met- 
ropolitan Police, for repairs which are adequate for 
sedentary or semisedentary occupations will not al- 
ways withstand the stresses of active service. 

For a congenital hernia with good muscles, Bran- 
don advocates high ligation of the neck of the sac 
and excision, for the reason that this operation has 
the least recurrence rate. For an old congenital her- 
nia with a markedly dilated internal ring but with 
good musculature, the sac is subjected to high liga- 
tion and excision plus reconstitution of the internal 
ring to its normal size. An acquired oblique hernia 
with short wide neck and thickened sac walls should 
be treated by the reconstruction of the inguinal canal. 
For the large oblique hernia a modification of Schmie- 
den’s operation is suggested. This modification per- 
mits the cord to emerge at right angles to the internal 
ring. In this modification the testicle is not dislo- 
cated from the scrotum and incision is made in the 
internal obliqueand transversalis mucles near their at- 
tachment to Poupart’s ligament and the cord placed 
in this space, after which the muscles are sutured with 


several interrupted stitches of absorbable suture ma- 
terial. For direct hernia the silk-lattice repair is be- 
lieved to be the most useful. The author contends 
that three weeks of postoperative recumbency is an 
essential factor in the treatment. 

BENJAMIN GoLpMAN, M.D. 


GASTROINTESTINAL TRACT 


Evensen, O. K.: Alimentary Hypoglycemia after 
Stomach Operations and the Influence of 
Gastric Emptying on the Glucose-Tolerance 
Curve. Acta med. scand., 1942, Supp. 126, p. 148. 


In the introduction of this article a survey is given 
of earlier investigations respecting changes in the 
glucose-tolerance curve after gastroenterostomy and 
resection of the stomach. The curve differs from the 
normal firstly by showing a higher initial rise and 
secondly by a greater fall of blood sugar in the hypo- 
glycemic phase. As a consequence, symptoms of 
hypoglycemia often appear during the test. It is 
pointed out that from most of the works published 
no general conclusions can be drawn as to the fre- 
quency of such changes in the blood-sugar curve, 
since the number of cases investigated is too small. 
No agreement prevails as to the cause of the changes 
observed. 

Of greatest practical interest in these investiga- 
tions is the question whether gastroenterostomy and 
resection can lead to attacks of alimentary hypo- 
glycemia when the individual is living under or- 
dinary conditions. Likewise, on this question, no 
absolute unanimity prevails. 

When we wish to judge the influence of gastro- 
enterostomy or resection on the blood-sugar curve 
it is first of all important to be able to exclude other 
factors which may be of importance. Special con- 
sideration has therefore been given to the diet. In 
forming a judgment respecting the pathological 
blood-sugar curve, it is of the highest importance to 
have a knowledge of the normal curve with its great 
variations. In order to throw light on this question, 
and for control of the author’s own normal curves, 
a number of earlier investigations were surveyed. 

The author’s normal material includes 50 indi- 
viduals from twenty-one to forty-seven years of age. 
Only one glucose-tolerance test was made in each 
case. The fasting blood sugar varied between 0.075 
and o.110 per cent and the maximum values ranged 
from 0.136 to 0.208 per cent. The majority of the 
latter values lay between 0.141 and 0.180 per cent. 
In 49 of the 50 cases the hyperglycemia lasted from 
forty-five to one hundred and twenty minutes, and 
in 1 case one hundred and fifty minutes. In 6 of 
the persons examined the blood sugar in the hypo- 
glycemic phase fell to 0.065 per cent or less. In 3 
of these cases symptoms of hypoglycemia arose dur- 
ing the test. 
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SURGERY OF THE ABDOMEN 


On the basis of the works referred to and the au- 
thor’s investigations, the limit for the normal maxi- 
mum rise was fixed at 0.210 per cent and the dura- 
tion of the hyperglycemia at one hundred and twenty 
minutes, in exceptional cases at one hundred and 
fifty minutes. 

The group of patients with nonoperated gastric 
or duodenal ulcer likewise comprised 50 individuals, 
aged from eighteen to seventy-four years, the great 
majority being under fifty years. Altogether, 52 
glucose-tolerance tests were carried out. 

In 2 tests the fasting blood sugar was, respectively, 
o.111 and o.117 per cent, while in the remaining 50 
it ly between 0.074 and o.110 per cent, being thus 
in accordance with the values found in the normal 
subjects. 

The great majority of patients showed a normal 
blood-sugar curve, whether the examination was 
made during a period of pain or not. In 6 patients 
with pathological curves no other causative factors 
were detected in addition to the ulcer, which was 
therefore regarded as being the cause of the di- 
vergency. In 5 other patients with pathological 
curves the possibility that contributory factors were 
present could not be excluded with certainty. 

In 8 of the 50 patients the blood sugar in the 
hypoglycemic phase fell to 0.065 per cent or less. 
Four of the 8 had symptoms of hypoglycemia during 
the test. One of these was purposely selected for 
examination because he spoke of having had symp- 
toms that might suggest attacks of alimentary hypo- 
glycemia. In the remaining 49 cases the anamnesis 
contained nothing that seemed to point in this di- 
rection. The present investigations have not been 
found to confirm the observations of earlier authors 
that ulcer patients more frequently than normal sub- 
jects show a sharp fall of the blood sugar in the 
hypoglycemic phase. 

The group of gastroenterostomy cases comprised 
38 individuals, aged from twenty-three to seventy- 
three years. In 1 of these cases, in which diabetes 
mellitus was present, the blood-sugar curve had a 
typical diabetic appearance. This patient is not in- 
cluded in the following general survey. 

In 17 of the remaining 37 individuals pathological 
hyperglycemia was observed, in altogether 32 of 70 
tests. In 22 of the 37 cases 2 or more glucose- 
tolerance tests were carried out, at intervals of up 
to two years. One of the patients examined lay in 
the hospital in 1932 for observation because of glyco- 
suria. On that occasion, as also on subsequent ex- 
aminations, pathological hyperglycemia was ob- 
served after the ingestion of glucose. This shows 
that the pathological blood-sugar curve after gastro- 
enterostomy may persist as a constant phenomenon 
for many years. When several tests have been made 
on the same individual the hyperglycemia is most 
often found to be either invariably pathological or 
invariably normal, but there are some exceptions to 
this rule. Otherwise we may find great variations 
in the blood-sugar rise in the same individual at 
different examinations. This applies both to persons 
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with normal, and to those with pathological, hyper- 
glycemia, but the variations are regularly found to 
be greatest in the latter group. On the other hand, 
we may also find several curves of practically identi- 
cal form in the same individual. 

In several cases the blood sugar after the ingestion 
of glucose rises up to 0.300 per cent or more. The 
maximum value is reached at different times, mostly 
after from thirty to sixty minutes, but generally 
later than in the normal subjects. Meanwhile, the 
absolute rise per minute is greater in the gastro- 
enterostomy cases, because the maximum value lies 
higher. In spite of the high rise, the duration of the 
hyperglycemia is normal when complicating factors 
are not present. 

A great fall of blood sugar in the hypoglycemic 
phase occurs more frequently after gastroenteros- 
tomy than among normal individuals and patients 
with ulcer. The frequency in the latter two groups 
has been mentioned. Of 37 persons with gastro- 
enterostomy, 17—or nearly half of the number ex- 
amined — showed a fall to 0.065 per cent or much 
lower (27 of 70 tests). Likewise, in this respect, the 
same individual does not always react in the same 
manner during different tests. 

From what has been stated before it is seen that 
the blood-sugar curve shows two main characteris- 
tics, namely, a great and rapid primary rise, and a 
subsequent rapid fall to low values. The curve is 
therefore of the type which MacLean designates 
“the lag type.” On the other hand, it must also be 
emphasized that we often find a normal curve. 

Glycosuria was noted in 19 of 37 individuals in 
one or more tests. Two of the subjects were sent 
for examination on suspicion of diabetes, because 
their physician had detected sugar in the urine. 
A third was, as already mentioned, in the hospital 
in 1932 for observation under the diagnosis “gly- 
cosuria.” 

Eleven of 37 persons presented symptoms of hypo- 
glycemia during one or more tests (in 15 altogether). 
In none of these cases were symptoms observed when 
the lowest blood-sugar value was over 0.063 per cent. 

The group of cases of resected stomach comprised 
95 persons, aged from eighteen to seventy-two years, 
whereof 81 were men and 14 women. In this group 
132 glucose-tolerance tests were made, at times vary- 
ing from about two weeks to eighteen years after 
the operation. 

The fasting blood sugar was normal, and in 131 
of the total number of tests it lay between 0.077 
and o.110 per cent, a higher value (0.115 per cent) 
being found only in 1 case. 

The maximum values varied between 0.119 and 
0.294 per cent. Pathological hyperglycemia was ob- 
served in 21 of the 95 cases, in altogether 26 tests. 
Excluding the cases in which complicating factors 
may with more or less probability be presumed to 
have been present, there remained of the 21 indi- 
viduals, 13 (16 tests) in which the pathological rise 
must be ascribed to the operation on the stomach. 
In normal subjects maximum values above 0.180 
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per cent are relatively seldom found. In this respect 
the author’s cases of resected stomach showed ex- 
actly the opposite situation, as in 77 of the 132 tests 
he found maximum values above o.180 per cent, 
and below that figure in only 55 tests. The number 
of cases examined were sufficiently large to admit 
of the conclusion that the maximum values in per- 
sons with resected stomach are in most instances 
higher than those in the normal average. However, 
pathological values were less frequently seen in these 
cases than after gastroenterostomy. The maximum 
rise was attained, on the average, about thirty-four 
minutes after the ingestion of glucose, that is to 
say, a little later than in normal subjects. 

Likewise, in cases of resected stomach, the blood- 
sugar falls more often than normal to low values in 
the hypoglycemic phase. Thus, in 38 of 95 individ- 
uals it fell to 0.065 per cent or less (41 tests). Hypo- 
glycemic symptoms appeared in 14 individuals dur- 
ing the test. In 2 of these cases the blood sugar did 
not decrease below 0.068 and 0.066 per cent, respec- 
tively, while in all the others lower values were ob- 
served. In spite of the low blood-sugar content, 
clinical symptoms did not occur in all cases. Neither 
did the individual subject react similarly at repeated 
tests. This variation in reaction was also clearly 
manifested in the subjects with gastroenterostomy. 

No complete agreement prevails on the question 
whether gastroenterostomy or resection of the stom- 
ach can lead to the occurrence of hypoglycemic at- 
tacks after ordinary meals. This difference of 
opinion is due to various causes. It is true that in 
many cases the anamnesis contains a description of 
a syndrome entirely resembling slight hypoglycemic 
attacks. Meanwhile, no determination of blood su- 
gar has hitherto been made during such attacks and 
absolute proof of their nature is therefore lacking. 
Besides, these attacks may be confused with another 
syndrome which also arises after gastroenterostomy 
and resection. It is seen especially in the first period 
after the operation and manifests itself by great 
weakness, sweating, and dizziness, as well as some 
dyspeptic phenomena. In contrast to the hypo- 
glycemic attacks, however, these symptoms appear 
in direct conjunction with meals and the differential 
diagnosis should therefore not present any diffi- 
culties. 

Thirteen of 37 subjects with gastroenterostomy 
and 10 of 95 with resected stomach reported the oc- 
currence of hypoglycemic symptoms after ordinary 
meals. The syndrome may appear a shorter or 
longer time after the operation and in some cases 
it may persist for years. It manifests itself by 
hunger, weakness, sweating, tremors, clouded vision, 
palpitations, paresthesia, and psychic disturbances, 
in varying combinations and with varying intensity. 
It is closely connected with the meals, inasmuch as 
the symptoms set in two or three hours after eating. 
They disappear in characteristic manner after the 
ingestion of food. 

There was no absolute concordance between the 
anamnestic data and the results of the glucose- 


tolerance tests. Thus the test and the anamnesis 
agreed in only about half of the cases, both after 
gastroenterostomy and after resection. When such 
concordance is not found, the divergency may find 
expression in two different ways: 

1. In cases in which the anamnesis gives negative 
information typical hypoglycemic symptoms may 
occur during the test. This, however, is only what 
might be expected, because the occurrence of symp- 
toms after the ingestion of glucose is no altogether 
unusual phenomenon either in normal subjects or in 
ulcer patients. These considerations alone should 
be sufficient to explain the afore-mentioned disagree. 
ment. 

2. In the next place it is found that persons who 
give positive information in some cases fail to present 
symptoms of hypoglycemia during the test. By one 
investigator this has been regarded as a proof that 
the symptoms occurring after ordinary meals are 
not of a hypoglycemic nature. This assertion, how- 
ever, has little weight. 

The conditions requisite for calling forth symp- 
toms in an ordinary tolerance test are widely dif- 
ferent from those we must reckon with in everyday 
life, for in the latter case the influence of exertion 
must be taken into account. Little or no regard has 
previously been paid to this factor when a search 
was made for the cause of the disagreement here 
dealt with. 

A number of works have been mentioned in which 
it is shown that protracted exertion is followed by a 
fall in blood sugar, sometimes accompanied by hypo- 
glycemic symptoms. This corresponds to the ob- 
servations made in the author’s subjects with gas- 
troenterostomy or resected stomach. Here we are 
almost invariably informed that the symptoms ap- 
pear only when strenuous or unaccustomed work is 
performed after meals. 

In order to throw a little more light on this ques- 
tion, the ingestion of glucose was combined with 
exertion in 4 cases; the exertion commenced at the 
moment when the blood sugar usually attains its 
maximum value and consisted of brisk walks in the 
interval between the taking of each sample of blood. 
During these tests the blood sugar in the hypo- 
glycemic phase generally fell a little lower than in 
the corresponding test made during rest, but the 
difference was not large. The duration of the hyper- 
glycemia was sometimes considerably shorter in the 
exercise test. The 4 subjects observed presented 
hypoglycemic attacks during these tests. In 3 cases 
the symptoms were considerably more severe than 
those usually seen when the subject remains at rest 
during the experiment. 

On the basis of glucose-tolerance tests and the ob- 
servations respecting the influence of exertion upon 
the blood sugar, the author comes to the following 
conclusions: 

Gastroenterostomy and resection of the stomach 
may predispose certain individuals to attacks of 
alimentary hypoglycemia. This predisposition may 
fail to manifest itself during rest. When the in- 
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fluence of exertion on the blood sugar is added, this 
influence and the aforesaid predisposition will to- 
gether represent two factors which may occasionally 
give rise to a hypoglycemic attack. 

Different opinions have been expressed as to where 
we are to look for the cause of the pathological 
blood-sugar curve after stomach operations. The 
great and rapid rise is assumed by most authors to 
be due to a rapid emptying of the stomach. The 
disagreement concerns especially the question as to 
why abnormally low values in the hypoglycemic 
phase in these cases are found more often than is 
usual. It is logical to seek for the cause in the 
stomach, the functions of which are known to have 
been altered by the operation. Therefore, in the 
present investigation attention has been directed 
solely to the stomach. The author believes that the 
secretory changes may be left out of account. In- 
terest has therefore been devoted especially to the 
motility of the stomach. 

After gastroenterostomy and resection a change 
in the mechanism of gastric emptying often takes 
place. On x-ray examination this is generally found 
to manifest itself by too rapid emptying. A number 
of works are quoted in which it is shown that the 
roentgen findings in this respect do not always cor- 
respond to the manner in which a diluted solution 
of glucose is discharged from the stomach. 

In order to elucidate the possible relation between 
the emptying time and the glucose-tolerance curve, 
fractional aspiration of the stomach was carried out 
during several tests. At each determination of blood 
sugar some cubic centimeters of the stomach con- 
tents were aspirated for a qualitative analysis for 
sugar. It is pointed out that this method will not 
always furnish a correct insight into the mechanism 
of emptying, for it must be assumed that in many 
subjects with gastroenterostomy or resected stomach 
the emptying will proceed too rapidly immediately 
after ingestion of the glucose. As the pressure in the 
stomach decreases the passage will take place more 
slowly and there is nothing to prevent a certain 
degree of retention even in these cases. This as- 
sumption agrees with some of the roentgenological 
observations. Therefore, we cannot expect to find 
constant concordance between the course of the 
blood-sugar curve and the emptying time. 

Aspiration was undertaken in 18 healthy subjects 
during the tolerance tests. The stomach was found 
to be empty one hundred and thirty-five minutes 
after ingestion of glucose at the earliest, but in many 
cases sugar was present from one hundred and sixty- 
five to one hundred and eighty minutes after the 
beginning of the experiment. No definite relation 
between the course of the blood-sugar curve and the 
gastric emptying could be ascertained. 

Aspiration was also performed in 28 of the 50 pa- 
tients with peptic ulcer. The stomach was found 
empty one hundred and five minutes after the be- 
ginning of the test at the earliest, but otherwise at 
different times. Thus, in about one-third of the 
subjects sugar was found in the stomach contents at 


the conclusion of the experiment. In 2 of the latter, 
x-ray examination revealed pyloric stenosis. In a 
third case of pyloric stenosis, however, the stomach 
was found to be empty one hundred and thirty-five 
minutes after the ingestion of glucose. 

Likewise, in the ulcer patients no certain relation- 
ship between the emptying time and the blood-sugar 
curve could be noted. When the gastric emptying 
is retarded because of pyloric stenosis, the hyper- 
glycemia must occasionally be expected to last longer 
than is normal. In none of the tests in which the 
emptying proceeded slowly was there a great fall of 
the blood sugar in the hypoglycemic phase. On the 
other hand, in 2 cases in which the blood sugar fell 
to 0.065 and 0.052 per cent, respectively, the stom- 
ach was found to be empty at the time when the 
lowest value was reached. This can be taken as an 
indication that a rapid passage of the stomach con- 
tents tends to bring about a greater fall of the blood 
sugar in the hypoglycemic phase. 

In cases of gastroenterostomy the rate of passage 
varied, but it was in general more rapid than usual. 
Aspiration was undertaken in 43 tests, and in 26 of 
these the stomach was empty in one hundred and 
twenty minutes or less after ingestion of the glucose. 
The results of aspiration and of x-ray examination 
did not always agree. Neither were the results of 
aspiration in the same individual always found to 
be concordant in the different tests. 

In 14 of 26 tests which showed rapid emptyin 
(within one hundred and twenty minutes or en 
the blood sugar reached pathological values. The 
same was seen in only 4 of 15 tests with slow passage. 
Two of these tests, moreover, were made on the same 
patient, in whose case a complicating factor (pel- 
lagra) was present, which may have accounted for 
the pathological rise. In the remaining 2 of the 4 
tests the hyperglycemia was only slightly patho- 
logical. In these investigations it would seem to be 
proved by experiment that a rapid emptying often, 
but not always, leads to pathological hyperglycemia 
after the ingestion of glucose. This is not disproved 
by the exceptions that have been found, as other 
factors besides the rate of emptying have influence 
upon the blood-sugar rise. 

Special note was taken of a case which was better 
suited than any of the others to illustrate the in- 
fluence of gastric emptying on the glucose-tolerance 
curve. In this subject a gastroenterostomy per- 
formed twenty-nine years earlier was put out of 
function by “undoing.” The emptying of the stom- 
ach could now again take place in a normal manner 
through the pylorus. X-ray examination before the 
operation showed rapid passage through the anas- 
tomosis. This finding agreed with the results of 
aspiration,. whereby the stomach was (in 3 experi- 
ments) found to be empty seventy-five, ninety, and 
one hundred and twenty minutes, respectively, after 
the ingestion of glucose. In these 3 tests, maximum 
values of about 0.300 per cent were found, but in 
spite of these high values the duration of the hyper- 
glycemia was normal. After the operation 6 toler- 


ance tests were carried out at intervals of about one 
week. In 4 of these tests the emptying was found, 
on aspiration, to be much slower in general than 
before the operation. Already at the first tolerance 
test, which took place seven days after the opera- 
tion, the blood-sugar curve was normal. 

The reason for making so many tests in this case, 
both before and after the operation, was that the 
previous observations had shown that variations, 
sometimes very great, in the same individual must 
be reckoned with in spite of uniform conditions of 
the experiment. Such a possibility, however, should 
be excluded in this case. 

On the basis of these observations the author con- 
siders that the cause of the pathological hyper- 
glycemia after the ingestion of glucose is to be found 

solely in the gastric emptying. If the cause lay in 
other factors (such as changes in the pancreatic 
functions), the blood-sugar curve would not have 
become normal so soon after the operation. 

The results of the aspirations in cases of gastro- 
enterostomy show that there also exists some rela- 
tionship between the emptying time and the fall of 
blood sugar in the hypoglycemic phase. Thus it is 
found that values below 0.065 per cent occur espe- 
cially in tests in which the stomach is empty of sugar 
at an early point of time. 

Among the g5 individuals with a resected stomach, 
57 were subjected to aspiration, in 73 tests altogether. 
In 33 of these 57 subjects, x-ray examination was 
made. On comparing the rates of emptying observed 
by the two methods it will be found that the results 
are sometimes concordant and sometimes not. Aspi- 
ration carried out on the same individual in different 
tests also gives partly divergent findings. Of greater 
interest, however, is the fact that in more than half 
of the tests the emptying is found to take place 
more rapidly than normal. Thus in 43 of the 73 
tests, the stomach was emptied in the course of one 
hundred and twenty minutes or a considerably 
shorter time after glucose ingestion. Among the 
subjects with a resected stomach, special attention 
was directed to 1 case which was particularly well 
suited to illustrate the relation between rapid passage 
and rise in the blood sugar. In this case total gas- 
trectomy had been performed on account of cancer. 
In 2 tolerance tests the blood sugar rose in the course 
of thirty minutes to nearly 0.300 per cent. On aspi- 
ration during one of the tests the sugar reaction was 
negative already at the first examination, forty-five 
minutes after the beginning of the experiment. 

Otherwise, in spite of rapid emptying, pathological 
hyperglycemia is not so often observed after resec- 
tion of the stomach as after gastroenterostomy. The 
reason for this is not quite clear. It is possible that 
the double passage in cases of gastroenterostomy— 
through the anastomosis and through the pylorus— 
may have an influence. 

In the hypoglycemic phase, however, the findings 
after gastroenterostomy and after resection are more 
concordant. Aspiration in the resected cases also 
shows that rapid emptying predisposes to a great 
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reactive fall in blood sugar. Thus, when the empty. 
ing time was one hundred and twenty minutes o; 
less, a fall to 0.065 per cent or less was observed jn 
20 of 43 tests. A similar great fall occurred in only 
1 of 21 tests with slow passage. Thus, it is seen that 
in exceptional cases low blood-sugar values may be 
noted at a time when the stomach still contains 
sugar. Under these circumstances hypoglycemic 
symptoms have, likewise on rare occasions, been ob. 
served. This shows that the gastric emptying is only 
one of the many factors that have an influence on 
the blood-sugar curve. 

The significance of the rapid emptying is further 
confirmed by the results of duodenal administration 
of glucose. In ro cases the usual quantity of glucose 
in 10 per cent solution was conveyed directly to the 
duodenum by means of a tube, the location of which 
was ascertained by x-ray examination. For con- 
parison an ordinary peroral tolerance test was made 
in each case. After duodenal ingestion of the glucose 
the blood sugar invariably rose higher, and in 7 of 
the 10 tests it reached pathological values. The 
blood sugar also rose more rapidly, but the duration 
of the hyperglycemia was not altered. The higher 
rise was not succeeded by a greater fall in the hypo- 
glycemic phase. In 2 of the subjects, for instance, 
symptoms of hypoglycemia appeared during the 
peroral test, while no such symptoms occurred dur- 
ing the duodenal tests. 

In order to elucidate further the relation between 
the gastric emptying and the glucose-tolerance curve 
a test was made in 1 patient with pyloric stenosis 
and almost total gastric retention. During the first 
ninety minutes the blood sugar remained almost un- 
altered at around the fasting value, so that the maxi- 
mum rise came late and did not exceed 0.125 per 
cent. There was no hypoglycemic phase. 

Finally the author calls attention to the impor- 
tance which a rapid emptying may be thought to 
have as regards the absorption in the intestine. It 
is pointed out that no conclusions respecting the 
rate of intestinal absorption can be drawn from the 
rise in blood sugar, as the maximal value after the 
ingestion of glucose is also dependent upon the rate 
of removal of the sugar from the tissues. In a series 
of experiments in which the blood sugar was ex- 
amined both in capillary and in venous blood, it 
was shown that the capillary-venous difference was 
the same in persons with gastroenterostomy or re- 
sected stomach as in normal individuals. The higher 
rise can, therefore, not be due to the fact that the 
sugar was removed from the blood more slowly than 
usual. 

There then remains the possibility of a more rapid 
absorption in the intestine. Certain physiological 
observations, however, would seem to speak against 
the supposition that rapid emptying of the stomach 
might lead to increased absorption, for it is known 
that glucose and other hexoses are absorbed selec- 
tively in the intestine. The rate of absorption is the 
same, whether much or little sugar is present. In 
order to bring this fact into accord with the results 
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of the present investigations, it is assumed that only 
a limited part of the intestinal surface participates 
in the absorption under normal conditions. In case 
of rapid emptying, large quantities of glucose pass 
at once into the intestine, and the solution is dis- 
tributed over a wider surface, which is thereby 
brought into function. 

A rapid emptying is also supposed to explain why 
persons with a gastroenterostomy or resected stom- 
ach more frequently show a great fall of blood sugar 
in the hypoglycemic phase than the normal. It is 
known that the absorption of glucose takes place 
very rapidly. When the gastric emptying is rapid, 
the absorption will be completed more quickly than 
normal. Meanwhile, the mechanism which regulates 
the blood sugar after absorption acts somewhat 
tardily, and this applies also to the factors which 
bring about the reactive fall. When the gastro- 
intestinal tract becomes empty sooner than is normal, 
no sugar is present which can compensate for the fall 
in blood sugar. 


Natvig, P., Rémcke, O., and Svaar-Seljesaeter, O.: 
Results of Medical Treatment of Gastric and 
Duodenal Ulcer. Acta med. scand., 1943, 113: 444. 


During, the six and one-half year period from 
January 1, 1935 to June 30, 1941, patients with gastric 
or duodenal ulcer constituted 10 per cent of all ad- 
missions to the Drammen Hospital in Norway. The 
great importance of treatment in this condition is 
therefore evident, but so far there has not been gen- 
eral agreement as to whether the preferred treatment 
is medical or surgical. With a view to answering 
this question, the authors studied 382 patients (152 
with gastric ulcer and 230 with duodenal ulcer). 
Tables and graphs showing the results of the study 
are given. 

At this hospital, if operation is not urgently indi- 
cated, the patients are put to bed and kept on a 
cream-milk diet for four weeks, which is sometimes 
prolonged for two weeks more. The amount is small 
at first and it is increased gradually. Roentgen 
examinations are given before and after treatment. 
On discharge from the hospital the patients are ad- 
vised to keep quiet for two weeks and to observe a 
careful diet for a period of one year. They are re- 
quested to return at the end of three years for clinical 
and roentgen re-examination. 

It was found that the shorter the history of the 
disease, the greater the prospects for cure under this 
treatment. In cases in which the patients had had 
the disease for less than five years, fully one-half the 
number of patients with gastric ulcer and about 40 
per cent of those with duodenal ulcer became sub- 
jectively free of symptoms in this time. If the dis- 
ease had persisted for five years or more, only about 
one-fourth were freed of symptoms. Roentgen re- 
examination showed that twice as many of the pa- 
tients with large gastric ulcers as of those with small 
ulcers recovered on diet treatment. The degree of 
deformity of the bulb had no significance in prog- 
nosis. 


The authors conclude that it is very important for 
patients to come for treatment as soon as possible. 
If they have had the disease for the first time, and 
for less than five years, diet treatment should be 
given. In cases of recurrence, operation may be in- 
dicated, but these patients often refuse operation 
until another trial of dietetic treatment has been 
made. If the patient is free of symptoms after a 
moderate change in diet, operation will generally 
not be necessary, but other factors influencing the 
decision are the nature of the patient’s work and his 
economic condition. 

If the patient does not come for treatment until 
late, operation should be recommended, particu- 
larly in cases of small gastric ulcers and duodenal 
ulcers, and especially if the patient has not remained 
free of symptoms after dietetic treatment. For large 
gastric ulcers, in which dietetic treatment gives the 
best results and the operative risk is greater, opera- 
tion is not to be recommended so readily, although 
the possibility of cancer in cases with large gastric 
niches must be remembered. 

Operation is to be recommended more readily in 
duodenal ulcer on account of the greater risk of re- 
newed hemorrhage and the greater possibility of per- 
foration. Also, the majority of cases of duodenal 
ulcer are in men and, as they work outside the home, 
it is harder for them to regulate their diet, but duo- 
denal ulcer usually occurs at a younger age when the 
operative risk is not so great. 

An ideal treatment is impossible as long as the 
etiology of the disease is unknown. 

AupreEY G. Morcan, M.D. 


Sanguily, J., and Blanco, F. L.: Gastric Schwan- 
noma. Surgery, 1945, 17: 328. 


Nonepithelial benign tumors of the stomach are 
very rare, but neurogenic tumors are even rarer. The 
type of tumor described by the authors is known in 
the medical literature by many names, because of 
the different microscopic aspects which it may pre- 
sent and the different descriptive opinions explain- 
ing its nature. Those considering it of connective- 
tissue origin call it a perineural fibroblastoma; others 
associate it with the nervous tissue and designate it 
as a neurinoma; the type due to Schwann’s cells is 
called schwannoma and lemmoma; and some authors 
who consider Schwann’s cells as neuroglic cells 
(peripheric neuroglia) term these tumors peripheric 
gliomas. 

The authors report a case of large-sized benign 
tumor of the neurogenic type (schwannoma) in a 
fifty-eight-year-old negro woman. For one year she 
had had a discomfort in the left hypochondrium 
which extended to the epigastrium and felt like a 
ball. This was associated with heartburn, nausea, 
and a constant feeling of distention. Her appetite 
was good and there was no pain. The epigastric mass 
changed position, and when it was on the right side 
the patient became very uncomfortable, but she was 
relieved by displacing it, especially when she had 
eaten. She rarely vomited but had lost much weight. 
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Fig. 1. Lateral view of the stomach with barium meal. 


Because of its roentgenological features and few 
symptoms, the tumor was mistaken for an intra- 
gastric bezoar. The clinical symptoms of these two 
conditions are not sufficient for an accurate diag- 
nosis, which is quite difficult without roentgenologi- 
cal examination. Benign tumors of the stomach are 
rare and only in large ones can such a diagnosis be 
suspected. Most benign tumors are found at the 
greater curvature, at the fundus, or at the pyloric 
end of the stomach. Of all benign tumors, the one 
most easily diagnosed is the gastric polyp, because of 
its gastric symptoms and because it degenerates and 
ulcerates. When benign gastric tumors are located 
near the pylorus they produce early symptoms of 
stenosis, which suggests to the physician the need 
for roentgenological investigation. On the other hand, 
if the benign tumors are small and at a distance 
from the pylorus, they may present fewer or no gas- 
tric symptoms. 

In the authors’ case the roentgenological examina- 
tion revealed an intragastric lesion occupying the 
entire cavity. A gastric neoplasm seemed unlikely 
because of the few gastric symptoms and the fact 
that the history revealed that the tumor had been 
present for a year. On the other hand, the clinical 
picture in gastric bezoars develops insidiously and 
there are few, if any, symptoms; therefore it seemed 
likelv that gastric bezoars were present. 

When the benign tumor is pedunculated and away 
from the pylorus, a relatively simple operation is all 
that is necessary. If the tumor is near the pylorus, 
producing stenosis, or if there is the slightest possi- 
bility of cancer, a partial gastrectomy is recom- 
mended as a rule. When the tumor does not extend 
into the gastric cavity an elliptical incision is made 
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through the gastric wall around the tumor, and it js 
removed in toto. The opening of the stomach is then 
closed in layers. 

The gastric neoplasm was removed by the authors 
transgastrically through an anterior gastrotomy. In 
spite of careful hemostasis and an otherwise normal 
convalescence, a massive gastric hemorrhage oc. 
curred on the tenth postoperative day. Convalescence 
otherwise was normal. JosepH K. Narat, M.D, 


Kaplan, H. S., and Rigler, L. G.: Pernicious Ane- 
mia and Carcinoma of the Stomach— Autopsy 
Studies Concerning Their Interrelationship, 
Am. J. M. Sc., 1945, 209: 


Data in the literature indicate the probability that 
pernicious anemia and carcinoma of the stomach fre- 
quently occur in the same individual. 

There are several theories as to the reasons for the 
coincidence of the two diseases. 

In a study of 23,231 autopsies on individuals 
forty-five years of age or over, 293 cases of perni- 
cious anemia were found. Thirty-six of the latter 
also presented carcinoma of the stomach, an inci- 
dence of 12.3 per cent, which is more than three times 
as great as the incidence in the remaining autopsies 
of individuals of the same age. 

Unequivocally the statistics indicate that there is 
an etiological relationship between pernicious 
anemia and carcinoma of the stomach. 

Patients with pernicious anemia should therefore 
be examined frequently to detect the onset of car- 
cinoma of the stomach. Harry W. Fink, M.D. 


Rosser, C.: Diverticulitis; Indications for Resection. 
South. M. J., 1945, 38: 161. 


The author has recently secured the current opin- 
ions of a representative group of proctologists, ab- 
dominal surgeons, and gastroenterologists on the 
subject of diverticulitis. The replies indicate a defi- 
nite and widespread trend toward the more radical 
surgery essential to the permanent eradication of a 
lesion which will otherwise serve as a chronic focus of 
infection, a constant bar to proper elimination, anda 
continuous opportunity for perilous intra-abdominal 
complications. The author’s own observations in 
recent years have confirmed the wisdom of this 
changed attitude on the part of surgeons; and dis- 
eased segments of colon that have been removed 
have themselves demonstrated the necessity for their 
extirpation. 

Several years ago the author advocated the 
‘*watch and wait” policy, and favored the use of the 
Devine type of transverse colostomy because it 
appeared to result in a more endurable artificial 
anus than the usual double-barreled vent. Within 
very recent years, however, he observed in his own 
work that individuals with stenosing diverticulitis 
who carried a colostomy for a prolonged period and 
obtained definite recession of the tumefaction and 
presumably sufficient increase in the caliber of the 
bowel lumen to permit closure of the colostomy, not 
infrequently presented themselves later with dis- 
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turbing recurrences of their disease. The inflamma- 
tory reaction may reappear, the tumefaction may 
recur and, by its descent into the lower pelvis, pro- 
duce angulation and pain, or the patient may suffer 
from chronic obstipation. 

It is agreed that the major manifestations of di- 
verticulosis occur in the sigmoid regardless of the 
extent of the preceding diverticulosis. This locali- 
zation is apparently due to the smaller bowel caliber, 
the presence of firmer fecal masses which are more 
likely to produce fecaliths in the pockets, and the 
tendency of the bolus to be retained for long periods 
above the rectosigmoid canal. For this reason, ex- 
tirpation of involved segments in this area gives 
promise of permanent relief from serious complica- 
tions. 

We know that bleeding from the bowel may be 
produced by both diverticulitis and carcinoma, and 
that diverticulosis may coexist with malignant tu- 
mors. The absolute differentiation between the two 
conditions is not always possible. 

A method of management which imposes a waiting 
period of from nine to twelve months following the 
construction of a colostomy for diverticulitis before 
resection is decided upon, places an unwarranted 
burden upon the patient and leaves the question of a 
possible additional lesion unsolved. 

With all of the information afforded by procto- 
scopic examination, roentgenograms, and laboratory 
findings previous to celiotomy, the surgeon should be 
competent to determine, with the added benefit of 
minimum exploration of the tumor, whether or not 
resection is indicated. If resection is to be done for 
diverticulitis, the condition of each patient follow- 
ing the colostomy should determine the length of the 
interval before the lesion is removed. 

Joseru K. Narat, M.D. 


Rees, V. L.: Regional Jejunitis. Report of an Un- 
usual Case. Am. J. Surg., 1945, 67: 119. 


Nonspecific inflammatory conditions of the intes- 
tinal tract are not rare, but it is unusual to see these 
conditions in the upper gastrointestinal tract with- 
out a similar pathological condition in the terminal 
ileum. Likewise, these inflammatory conditions sel- 
dom cause complete intestinal obstructions. Non- 
specific inflammations of the gastrointestinal tract 
occur most frequently in the region of the terminal 
ileum. This disease distributes itself either region- 
ally or diffusely throughout the gastrointestinal 
tract. When the diffuse type is encountered, the 
major pathological changes are usually located near 
the distal ileum. It is unusual to see the proximal 
jejunum involved without evidence of a similar proc- 
ess more distally. 

The author describes an unusual case of nonspe- 
cific regional jejunitis in which the proximal jejunum 
was completely obstructed at three isolated places. 
About 5 feet of jejunum were resected, and an end- 
to-side anastomosis was performed. The patient’s 
recovery was uneventful, and she is well and symp- 
tom-free one year later. 


Though this lesion is obstructive in nature, it sel- 
dom causes as complete an intestinal obstruction as 
was illustrated by this case. Even in the more se- 
vere cases a narrow channel can usually be demon- 
strated in the roentgenogram (string sign). The gen- 
eralized nutritional edema present in this case un- 
doubtedly contributed to the completeness of the 
obstruction. On examination of the gross pathologi- 
cal specimen there were found at least three areas of 
constriction, with isolated closed segments of small 
bowel that were greatly distended with fluid and 
gas. These isolated distended loops did not collapse 
until the constricting areas were incised. The seg- 
mental distribution of the ulcerated constricting 
areas with uninvolved intestine intervening is char- 
acteristic of the segmental type of this disease, and 
illustrates the so-called ‘‘skip areas.” 

Usually the jejunal variety of this disease is not 
amenable to surgery, as the process extends over 
such a long segment that resection or side-tracking 
operations shorten the gastrointestinal tract too 
much. Because of the completeness of the obstruc- 
tion in this case, it was imperative that something be 
done. In view of the two isolated obstructed loops of 
small bowel, resection seemed to be the only ra- 
tional form of therapy. 

In cases in which the inflammatory process is 
limited to the terminal ileum, exclusion procedures 
are often done, but ultimate resection is usually in- 
dicated. In operating upon patients with this con- 
dition, one must remember to divide the bowel well 
above the involved portion in order to avoid recur- 
rences. When a resection is performed, the mesen- 
tery need not be resected deeply, as the disease does 
not spread via the lymphatics as was once thought. 
The fact that a year has passed since operation and 
there are no signs of recurrence, makes the progno- 
sis in this case quite hopeful. When recurrences 
appear, they usually manifest themselves within a 
year and practically always appear before two years. 

CHARLES Baron, M.D. 


Spellberg, M. A., and Gray, L. W.: Regional En- 
teritis of the Proximal Jejunum following 
Trauma. Surgery, 1945, 17: 343- 


The case of regional enteritis reported here is of 
interest, not only because of confinement of the 
pathological process to the most proximal portion of 
the jejunum, but also because the preceding trauma 
may have had an etiological relationship to the le- 
sion. A twenty-three-year-old soldier was hospital- 
ized for injuries sustained when his motorcycle ran 
into the rear end of a truck. His principal complaint 
was severe, generalized abdominal pain which appar- 
ently was not cramplike. He also sustained injuries 
to the face with fracture of the facial bones and a 
fracture of the fifth rib. Examination revealed no 
visible sign of abdominal-wall contusion and no evi- 
dence of free air in the peritoneal cavity. The ab- 
dominal pain subsided within nine days. During 
this period he vomited only a few times and con- 
tinued to have bowel movements and to pass flatus. 
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Seven weeks later he experienced the first recur- 
rence of abdominal symptoms. These were relieved 
for the most part by a saline cathartic and enema, 
but residual abdominal soreness persisted. Then 
during a thirty-day furlough he became much worse, 
with vomiting after nearly every meal, and abdom- 
inal pain. 

Physical findings were indefinite but visualization 
of the gastrointestinal tract with barium showed 
dilatation of the stomach and duodenum and almost 
complete arrest of the opaque medium at the level 
of the ligament of Treitz. Distal to this part for 
about 12 inches, the jejunum showed stenosis and 
absence of peristaltic waves and mucosal markings. 
About three months after injury exploratory lapa- 
rotomy revealed a lesion in this area resembling that 
of subacute nonspecific regional enteritis. A short- 
circuiting operation was done to put the involved 
portion of the bowel at rest, and a mesenteric lymph 
node was removed for biopsy. After a good post- 
operative convalescence the patient’s food intake be- 
came limited because of postprandial epigastric 
pain. Five months after the first operation the gas- 
troenterostomy was taken down and the first 12 
inches of the jejunum were resected with end-to-end 
anastomosis of the remaining segments. There was 
no evidence of skip areas. The pathological diagno- 
sis was chronic regional enteritis. 

The possible etiological relationship of trauma to 
regional enteritis is discussed. 

Joun L. Lrypgutst, M.D. 


Elman, R., and Read, J. A.: Nutritional Recovery 
following Removal of All but 3 Feet of Jeju- 
num and Half of the Colon. J. Missouri M. Ass., 
1945, 42: 145. 


A thirty-two-year-old man had had many previous 
operations for regional ileitis, beginning in 1932, dur- 
ing the course of which two resections of the ileum 
were carried out. He had been asymptomatic for 
more than a year. Several months before admission 
to the hospital, he began to suffer abdominal pain 
with difficulty in moving his bowels at intervals, and 
at other times he suffered from severe diarrhea. 
He then developed a mass in the right lower quad- 
rant which finally came to a head and drained fecal 
material and pus. Shortly afterward he noted gas 
and fecal material passing through the urethra, which 
condition persisted. There was a loss of 50 pounds 
in weight. 

Abdominal examination revealed moderate disten- 
tion and a fecal fistula just above the right inguinal 
ligament. Cystoscopic examination showed a small 
contracted bladder with severe cystitis and an inden- 
tation at one point undoubtedly due to the abscess 
in the right lower quadrant. Injection of the fistula 
with lipiodol revealed a connection with the urinary 
bladder and with various loops of small intestine, 
and the existence of a large cavity in the upper part 
of the pelvis behind the bladder. 

At the first operation, 3 feet of normal jejunum 
were observed to be emerging from the ligament of 
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Treitz, and all of the small intestine distal to this 
small length of normal jejunum was damaged be- 
yond recovery. The colon was normal from the he- 
patic flexure distally. Because no other procedure 
seemed possible, the jejunum was divided at the 
point where it became diseased, its central end was 
turned in, and an isoperistaltic side-to-side anasto- 
mosis was made between the jejunum and the heal- 
thy transverse colon. 

It was deemed inadvisable to excise the diseased 
intestine at this time because of the presence of the 
large extra-alimentary abscess in the pelvis. There- 
fore, the operation was terminated at this point by 
exteriorizing several loops of damaged small intes- 
tine, which had been opened during the course of 
the operation. The abdominal wall was closed by 
through-and-through stainless steel wire sutures 
placed close together. The recovery from the opera- 
tion was uneventful and undoubtedly was aided by 
chemotherapy with both the sulfa drugs and peni- 
cillin, and by complete parenteral alimentation with 
amino acids, glucose, electrolyte and vitamins, 
and the initial transfusion of 1 liter of whole blood. 

Nine days later the stainless steel wire sutures 
were removed, the peritoneum was entered, and the 
anastomosis located. In the interval, the jejunum 
had hypertrophied to at least twice its previous size. 
The colon was divided to the right of the anasto- 
mosis, the distal end turned in, and a total excision 
of the remaining colon and small intestine was car- 
ried out. This required the isolation and-division of 
the superior mesenteric artery. As the dissection 
approached the pelvis, a large pelvic abscess was en- 
countered, the contents of which were sucked out. 
When no leakage into the peritoneal cavity from the 
bladder was observed, the mass of diseased intestine 
was removed in one piece. The abdominal wall was 
closed with through-and-through stainless-steel wire 
sutures. In addition to blood transfusions and intra- 
venous feeding, the chemotherapy was continued for 
several days. Food was started by mouth and the 
patient made an uneventful recovery, leaving the 
hospital seventeen days after the second operation. 
The wound healed completely except for a wound 
infection which was drained on the eighth day and 
filled in without difficulty. 

Apprehension was felt that this person who now 
only had 3 feet of small intestine and but half of 
his large bowel would have great difficulty in the 
absorption of food. However, his nutritional status 
improved steadily so that within a period of three 
months he gained 40 pounds. Three months later 
his weight was 140 pounds. More remarkable is the 
fact that he is on an unrestricted diet, eats anything 
he pleases three or four times a day, and has but 
two semisolid stools a day. 

STEPHEN A. Z1EMAN, M.D. 


Frehling, S.: Diverticulitis of the Cecum; A Method 
of Management. Ann. Surg., 1945, 121: 83. 


This is a case report of a thirty-seven-year-old 
male patient with a diagnosis of appendicitis who 
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was operated on through a McBurney incision. On 
delivery of the cecum the appendix appeared nor- 
mal, but the lowermost lateral side of the cecum 
appeared to contain a large tumor which was in- 
cised to take a biopsy. During the biopsy the inci- 
sion was carried down to a black gangrenous mass 
which proved to be a solitary gangrenous diverticu- 
lum. Removal of the gangrenous diverticulum and 
surrounding tumefaction would have made it me- 
chanically impossible to close the cecum. The area 
was therefore exteriorized by sewing the peritoneum 
to the granulomatous wall of the cecum around the 
base of the diverticulum. The cecostomy has been 
closing gradually. Josepu GasTEr, M.D. 


Rosser, C.: Benign Surgical Lesions of the Right 
Colon. J. Am. M. Ass., 1945, 127: 568. 


Although only one-fifth of colonic cancers are 
found in the right colon, the ileocecal coil is the loca- 
tion of the majority of those inflammatory pseudo- 
tumors of the abdomen which require surgical treat- 
ment. Tuberculoma, simple ileitis, and nonspecific 
granuloma of the colon must be considered in the 
differential diagnosis of surgical conditions of this 
area. 

Hypertrophic tuberculosis of the intestine, re- 
stricted chiefly to the cecum, was first described by 
Henri Hartman of Paris in 1891. It is frequently a 
primary lesion. The tissue change is characterized 
by cellular infiltration and excessive fibrosis, with 
consequent thickening of the wall and constriction 
of the lumen. The symptoms are local tenderness 
and pain, occasional bleeding, flatulence, and indi- 
gestion. If the disease involves a limited area of the 
large bowel, complete resection is indicated. 

Simple ulcer of the cecum was first described a 
century ago by Cruveilhier. In the great majority 
of cases which have been reported the ulcer has been 
on the mesial side of the cecum near the valve. The 
cause is unknown; the diagnosis in no instance has 
been made before celiotomy or autopsy, and every 
patient not operated on has died. While less than 50 
cases have been reported in the literature, it is prob- 
able that numerous unreported or unrecognized in- 
stances of this disease have occurred. The condi- 
tion is encountered in both sexes at varying ages and 
may first present itself in an acute fulminating phase 
in which rapid perforation is common. In this stage 
the symptoms resemble those of acute appendicitis 
with pain, nausea, tenderness, and low-grade tem- 
perature. The usual preoperative diagnosis under 
these circumstances has been appendicitis. Closure 
of the ulcer, in the acute stage, is effectual. A second 
group of cecal ulcers is seen after the condition has 
become chronic—often after partial perforation has 
occurred. In the reported chronic cases the presence 
of tumefaction, constipation, occasional blood in the 
stool, vague discomfort in the lower part of the 
abdomen, and a filling defect in the cecum resulted 
in an almost universal preoperative diagnosis of can- 
cer. In the chronic stage, resection of the cecum is 
usually necessary. 


Regional ileitis is a granulomatous proliferative 
process of chronic inflammatory nature which, by 
preference, begins at the ileocecal valve and extends 
upward along the terminal part of the ileum; direct 
extension to the cecum and ascending colon occurs 
frequently, and this is in part responsible for the 
suggestion that ‘‘ regional enteritis” is a better name 
for the lesion. Its syndrome is characterized by pain 
in the right lower quadrant of the abdomen, diar- 
rhea, fever, occasional obstructive phenomena, and 
the formation of fistulous tracts to nearby viscera or 
the abdominal wall. Young men are commonly 
afflicted. In the acute form the bowel is red and 
swollen, with adherence to the omentum and adja- 
cent peritoneum, and is associated with soft, en- 
larged mesenteric lymph nodes. When the chronic 
phase is reached, the patient has lost appetite and 
weight; he has a chronic incomplete obstruction, and 
not infrequently a palpable mass which consists of 
gray, soggy, edematous, adherent terminal ileum 
and cecum. The treatment is surgical and consists 
in radical removal of the portion of the bowel in- 
volved. 

Objection has been raised to differentiating from 
this granulomatous, progressively extending, and 
migrating disease involving the bowel wall, a rarer 
group of massive, localized, nonspecific neoplasms 
which occur in the colon and in other portions of the 
bowel. However, Crohn believes that, although the 
etiological agent may well be the same, the gross 
appearance, anatomic location, and dissimilar method 
of growth and extension warrant separate considera- 
tion. Localized nonspecific granulomas of this type, 
while of unknown origin and presenting a micro- 
scopic picture somewhat resembling regional enteri- 
tis, do not cause diarrhea, stricture, and fistulous 
tracts; they tend to increase in size while remaining 
at one area in the bowel. It is difficult to suggest a 
clearcut diagnostic differentiation between cancer 
and these inflammatory conditions because of such 
common factors as tumefaction, similar roentgeno- 
graphic appearance, and chronicity. All of the lat- 
ter, however, are usually associated with some tem- 
perature elevation and with an increased leucocyte 
count; anemia is not pronounced, and the tumor is 
usually more sensitive. It is perhaps quite fortunate 
that surgical intervention is indicated in each of 
these conditions, because if a patient has received 
the extended and adequate preparation now con- 
sidered essential in surgery of the large bowel before 
the abdomen is entered, any discrepancy in the pre- 
operative diagnosis can be safely corrected and the 
proper procedure instituted at the time of surgery. 

Cuar_eEs Baron, M.D. 


Pugh, H. L., and Nesselrod, J. P.: Multiple Pol- 
ypoid Disease of the Colon and Rectum. Ann. 
Surg., 1945, 121: 88. 

Adenomatosis or multiple polypoid disease of the 
colon is an inheritable condition. Malignant super- 
vention is inevitable at an early age in practically 
100 per cent of such cases. 
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The first of these statements constitutes a distinct 
indication for the examination of other members of a 
family, of which one member is found to be so 
afflicted. The second constitutes a justification for 
the institution of such a formidable operative pro- 
cedure as total colectomy, which was done in 1 of 2 
cases here reported. 

When the polypi in the rectum and rectosigmoid 
are not too numerous to permit their removal by 
fulguration through a sigmoidoscope, certainly the 
operation of choice is to perform a side-to-side ileo- 
sigmoidostomy, as a first stage, and, several weeks 
later, a resection of the short-circuted large bowel, 
as the second stage of a two-stage operation. This 
was done in the second case. 

The importance of the use of a barium enema and 
a contrast film following the injection of air as a 
diagnostic measure is emphasized. 

GastTerR, M.D. 


Kaufman, L. R., Serpico, S., and Mosig, H. J.: 
Perforation of the Rectosigmoid. Surgery, 1945, 
17: 337- 

Three cases of traumatic perforation of the recto- 
sigmoid are reported. One perforation resulted from 
rectal biopsy, one from a high colonic irrigation, and 
the third from the administration of an enema. In 
all of the cases the intestinal wall was normal at the 
site of perforation so that the perforation was truly 
a result of trauma. 

. »Laparotomy and closure of the lesion were carried 
out in 2 patients on the day of perforation and in the 
third patient on the day after the perforation. Two 
of the patients recovered. In the fatal case laparot- 
omy was done on the day the perforation occurred. 

Attention is called to the danger of perforation 
from mechanical manipulation in the relatively in- 
sensitive rectum and rectosigmoid, even from the 
trauma of an enema. The causes of rectal injuries 
resulting in perforation as reported in the literature 
are listed. Sigmoidoscopy, even in highly trained 
hands, is not without danger. In the differential diag- 
nosis of the acute abdomen one must consider the 
fact that simple enema or colonic irrigation itself 
may result in perforation. Delayed diagnosis and 
treatment results in generalized septic peritonitis 
with its inevitable high mortality. 

Joun L. Lrnpqutst, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Brgchner-Mortensen, K.: Iron Content of the 
Serum in Lesions of the Liver and Bile Pas- 
sages. Acta med. scand., 1942, 112: 277. 


It has been found that in normal individuals the 
iron content of the serum is rarely more than 2007 
per cent (o.2 mgm). The lower limit has been given 
variously as from 50 to 80 per cent (.05 to .o8 mgm.). 

The author studied 50 patients with various le- 
sions of the liver and bile passages and found that 
the serum iron was increased to above normal in 18 
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of the 26 patients with acute hepatitis (69 per cent), 
in 1 of § patients with cirrhosis of the liver, and in 
only 1 of 19 patients with jaundice caused by cancer 
or cholelithiasis. These findings agree with those of 
previous investigators, which are shown in a table. 

Repeated determinations of serum iron in patients 
with hepatitis showed great individual variations, 
but as a rule the maximum was seen in the second 
week of the illness. There was no constant relation- 
ship between the variations in serum iron, the icterus 
index, and the lipase values. Graphs are given 
showing these values in patients with hepatitis. As 
a rule, the icterus index and, especially, the lipase 
value reached the maximum quite rapidly and then 
decreased at varying rates, while the variations in 
serum iron were often more protracted. As a rule, 
the lipase value is the first to become normal, at a 
time when the icterus index is still considerably in- 
creased. 

The cause of the increase in serum iron in hepatitis 
is not definitely known. It cannot be due to in- 
creased absorption of iron from the digestive tract. 
The most probable theory seems to be that it is due 
to the liberation of iron from the disintegration of 
liver cells rich in iron, while at the same time the 
liver fails to absorb the iron set free by the physio- 
logical decomposition of hemoglobin. However, on 
this theory it seems hard to explain why the spleen 
and bone marrow should not act temporarily as de- 
positaries for the iron in place of the liver. 

The finding of an abnormally high serum iron con- 
tent is of value in the differential diagnosis of hepati- 
tis, but it is positive in only one-half to two-thirds of 
the patients with acute hepatitis and then most fre- 
quently only in the first few weeks of the illness. 
Therefore, it is of value only as a supplementary 
means of diagnosis. An abnormally high serum iron 
content has also been found in other diseases, espe- 
cially pernicious, aplastic, and hemolytic anemias. 

Aubrey G. Morcan, M.D. 


Weens, H. S.: Cholelithiasis in Sickle-Cell Anemia. 
Ann. Int. M., 1945, 22: 182. 


Cholelithiasis is not infrequently observed in pa- 
tients with sickle-cell anemia. Four cases of sickle- 
cell anemia in which gallstones were demonstrated 
roentgenologically are reported by the author. 

A review of the literature reveals a record of 
cholelithiasis in 12 of 44 autopsy cases of sickle-cell 
anemia. All 12 patients were less than forty years of 
age. 

The occurrence of biliary calculi is not rare, but it 
is less common in the colored than in the white race. 
Since there is a lower incidence of cholelithiasis in 
the negro, sickle-cell anemia gains relative impor- 
tance as an etiological factor in the development of 
gallstones in the colored race. 

It is not believed that the crisis of sickle-cell 
anemia can be explained solely on the basis of biliary 
colic. However, it seems possible that the abdom- 
inal symptoms in some of these patients are due to 
cholelithiasis and associated gall-bladder disease. 
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The recognition of sickle-cell anemia as a cause of 
acute and chronic abdominal symptoms is important 
in order to avoid unnecessary operations. The mere 
presence of biliary calculi in a patient with sickle- 
cell anemia requires careful evaluation of all clinical 
symptoms before operation is advised, since this dis- 
ease increases the risk of surgical procedures. 

Therefore, cholelithiasis in the negro, especially in 
the young negro, always demands a search for the 
presence of sickle-cell anemia. 

Eart O. Latimer, M.D. 


Peco, G., and Cipolla, E.: A Study of Can- 
cer of the Gall Bladder (Consideraciones sobre el 
cAncer primitivo de la vesfcula biliar). Sem. med., B. 
Air., 1945, 52: 2. 


The literature on the subject of primary cancer of 
the gall bladder is reviewed, and case histories and a 
discussion are given of 18 cases seen at the Institute 
of Clinical Medicine in Buenos Aires from October 1, 
1929 to July 31, 1944. The frequency of this form of 
cancer waS 0.15 per cent of all the cases admitted 
during this period, 1.9 per cent of the cases of benign 
disease of the gall bladder, and 3.9 per cent of the 
455 patients with gallstones. Of the patients, 72 per 
cent were more than fifty years of age, and 50 per 
cent of them were females. Two patients seen dur- 
ing the preparation of the article were females. 

Cholelithiasis, which is considered a contributing 
factor to malignant tumor of the gall bladder, was 
seen in all of the cases in which the contents of the 
gall Lladder were examined. Among the tumors, 87.5 
per cent were carcinomas, and the rest, epitheliomas 
and mixed forms; 12.5 per cent of the carcinomas 
were of the villous, and 75 per cent were of the 
infiltrative type. The site of the tumor was known 
in 60 per cent of the cases; in 26.6 per cent it was in 
the fundus and in an equal number, in the body of 
the gall bladder. 

In 89 per cent of the cases there had been a previ- 
ous history of benign disease: in 67 per cent of this 
group the disease was typical hepatic colic; in 22 per 
cent, dyspeptic symptoms; and in 11 per cent, latent 
lithiasis. There was pain in 67 per cent of the cases, 
obstructive icterus in 50 per cent, tumor of the gall 
bladder in 39 per cent, and loss of weight in 89 per 
cent. 

The clinical picture of beginning cancer of the gall 
bladder may be similar to that of benign disease of 
the organ, and, as a rule, a definite diagnosis is 
impossible without pathological examination. The 
suspected diagnosis is supported if, in a patient with 
a history of cholelithiasis, the pain and dyspeptic 
symptoms recur and become more severe, continu- 
ous, and progressive. In 67 per cent of these cases 
death occurred in less than six months after the be- 
ginning of the disease. 

_ The disease develops so gradually that generally 
it is not diagnosed until it has reached an advanced 
stage. Among the 18 patients only 6 were operable, 
and radical operation could be performed in only 2. 
As early diagnosis of cancer of the gall bladder is 


practically impossible, extirpation of every gall 
bladder that contains stones has been recommended 
as a prophylactic measure. This is hardly justified 
as the frequency of cancer in gall-bladder disease 
(from 1 to 2 per cent) is less than the mortality from 
cholecystectomy, and even if the gall bladder is re- 
moved, cancer may occur in the stump of the cystic 
duct. However, the possibility of the development 
of cancer in patients with gallstones should be taken 
into consideration in determining the indications for 
treatment of the latter disease. 
Aubrey G. Morcan, M.D. 


Irwin, S. T., and Morison, J. E.: Congenital Cyst 
of the Common Bile Duct Containing Stones 
and Undergoing Cancerous Change. Brit. J. 
Surg., 1944, 32: 319. 

The authors report the case of a thirty-year-old 
male who was operated upon because of pain in the 
upper abdomen and rigidity of the abdomen. The 
cholecystogram was normal. Through a gridiron in- 
cision the appendix was removed. 

Approximately fifteen months later the patient 
was operated upon again because of recurrence of 
pain in the right upper abdominal quadrant and 
jaundice. The gall bladder was somewhat distended 
and the liver was tense. There was a large tumor, 
about the size of a fist, in the region of the head of 
the pancreas. This was aspirated and found to con- 
tain bile. The cyst was opened and gallstones were 
removed; then a tube was sewn into the common 
duct and a cholecystogastrostomy performed. The 
patient failed to survive. 

Autopsy was performed, and the cystic and hepatic 
ducts were found to be normal in size. The common 
duct was dilated, but a probe could not be passed 
into the duodenum. Histological examination re- 
vealed a squamous-cell carcinoma which was be- 
lieved to have originated in the common duct. 

Eart O. Latimer, M.D. 


Negri, A.: Functional Examination of the Terminal 
Part of the Biliary Tract (Exploraci6n funcional 
de la porci6én terminal del conducto biliar). Prensa 
méd. argent., 1945, 32: 237. 


Attention is called to a mistake often made in 
cholangiography. Very frequently, cholangiograms 
show a closed infundibuliform termination of the 
common duct which apparently would allow of no 
passage of bile into the duodenum. However, fre- 
quent and repeated examinations will often show 
that this is due merely to a contraction of the sphinc- 
ter of Oddi and upon relaxation of the sphincter the 
passage of bile is again normal. No time can be set 
for the normal continuance of the contraction and 
therefore it is impossible to determine from a single 
cholangiogram whether a true obstruction exists at 
the end of the common duct, or whether the appar- 
ent obstruction is merely functional. 

Two cases of what was called obstructive Odditis 
are described; in these cases observation was kept up 
for as long as fifteen or twenty minutes and they 
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still showed obstruction. However, cholangiograms 
taken the next day showed complete relaxation and 
the normal passage of bile from the common duct. 

There are also cases in which there is partial con- 
traction, which simulates a stricture of the sphincter, 
but this also disappears with complete relaxation. 
Cholangiograms of cases illustrating these facts are 
given. 

Credit is given Bengolea for the careful observa- 
tion that disclosed these facts which were previously 
unknown. Auprey G. Morcan, M.D. 


Bearse, C.: The Time Factor in the Development 
of Complications of Gallstones. N. England J. 
M., 1945, 232: 338. 

The author reports upon a statistical study under- 
taken with the hope of establishing a more definite 
time relation between gallstones and their sequelae, 
such as acute cholecystitis, acute pancreatitis, com- 
mon-duct stones, and carcinoma of the gall bladder. 
The complications and sequelae of cholelithiasis can- 
not be anticipated if the existence of stones in the 
gall bladder has not been established. Accordingly, 
the time factor for the development of biliary com- 
plications must resolve itself into the time lapse be- 
tween the onset of primary symptoms or demonstra- 
tion of stones and the clinical onset of these compli- 
cations. Gallstones are estimated to affect approxi- 
mately one-third of the adult population. 

The study was made of 260 private records of op- 
eration for gallstones. The average duration of symp- 
toms was five and one-tenth years. One hundred and 
fifty-seven patients (60 per cent) presented at oper- 
ation no biliary disease other than gallstones. Their 
histories revealed that symptoms were present for as 
long as thirty-nine years, with an average period of 
four and six-tenths years. 

One hundred and three patients (40 per cent) had 
one or more complications at operation, including 
acute cholecystitis, acute pancreatitis, choledocho- 
lithiasis, and carcinoma of the gall bladder. Where- 
as the average duration of the gallstone condition 
was four and six-tenths years when complications 
were absent, it was six and seven-tenths years in the 
cases with complications. The interesting fact is 
that 33 per cent of this series of patients had symp- 
toms for less than one year before operation and 47 
per cent for less than three years. 

Sixty-nine patients (27 per cent) had acute chole- 
cystitis, including empyema, gangrene, and acute 
free perforation of the gall bladder. The average 
duration of symptoms was four and nine-tenths 
years, which is practically the same interval as in 
the cases without complications. 

Although there is no general agreement concerning 
the pathogenesis of acute pancreatitis, a significant 
and fairly constant finding is its association with 
gallstones. In this series, 10 patients (4 per cent) 
had acute pancreatitis. Thirty-two patients (12 per 
cent) had stones in the common duct. The average 
duration of symptoms was five and six-tenths years. 

Harry W. Fink. M.D. 
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Glazer, A. M.: Pancreatic Necrosis in Electric 
Shock. Arch. Path., Chic., 1945, 39: 9- 

Little has been recorded regarding the condition 
of the pancreas following death from electrical shock, 

The author examined the bodies of 3 men of military 
age who died immediately following electrical shock. 
In each case the pancreas showed focal areas of 
hemorrhage and hyperemia. There were focal areas 
of coagulation necrosis. In 2 cases the changes 
occurred in the tail, the head and body being normal; 
in the third case the entire pancreas was involved. 

The author suggests that minor pancreatic changes 
may give no immediate symptoms in shock not re- 
sulting in death, but later they may cause pancreatic 
insufficiency. Eart O. Latimer, M.D, 


Walker, H., and Boger, W. P.: Adenoma of the 
Islets of Langerhans with Hypoglycemia. Arch. 
Int. M., 1945, 75: 109. 


The authors report 2 cases of patients with hypo- 
glycemia, who were relieved of their symptoms by 
surgical removal of an adenoma of the pancreas. 
They state that 56 cases of successful removal of 
benign adenomas of the islets of Langerhans have 
now been reported in the literature. 

Attention is called to the need of considering hy- 
perinsulinism, if only to be ruled out, as a possibility 
in every neuropsychiatric case. Hyperinsulinism in 
its relationship to the endocrine system is briefly 
discussed, and the belief is expressed that the study 
of this condition will be furthered by greater atten- 
tion to the alterations produced in the endocrine 
glands. Surgical removal of these tumors is indicated 
as the most effective therapy which is needed to 
prevent damage to the central nervous system as 
a result of longstanding hypoglycemia. 

WALTER H. Nap er, M.D. 


MISCELLANEOUS 


Brennemann, J.: Abdominal Pain in Children. 
J. Am. M. Ass., 1945, 127: 691. 


Abdominal pain in children presents a most dis- 
concerting and hazardous clinical problem, as it isa 
warning signal that something has gone wrong, and, 
unfortunately, at times that ‘“‘something” may be 
serious. The very fact that the incidence of condi- 
tions which are not serious is much higher than that 
of conditions which are grave may lead to lack of 
wariness resulting in catastrophe. The differentia- 
tion cannot be made safely on the telephone. 

Brennemann classifies the majority of the more 
serious abdominal conditions heralded and accom- 
panied by pain into two main categories—those due 
to obstruction and those due to infection. Each 
type presents its own characteristic signs and symp- 
toms that vary only in degree rather than in the 
nature of the underlying condition. 

When there is obstruction to any hollow viscus 
with a muscular propulsive mechanism there is in- 
termittent pain, which may be very slight or very 
intense, according to the degree and suddenness of 
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the obstruction. If it is sudden and complete, the 
pain is agonizing, especially at the start, and there 
may be shock. This is known as colic, no matter 
what the underlying cause. There is very little ten- 
derness. Pressure is often a source of relief and is 
not infrequently self-applied. 

If the obstruction is partial and gradual in onset, 
the pain varies with the degree of obstruction. It is 
always intermittent, it may be almost negligible, yet 
it may be severe. Hyperperistalsis and distention, 
finally atony if too long continued, supervene proxi- 
mal to the point of closure, whereas atrophy and 
contraction occur distal to it. 

In conditions due to infection, the pain is more 
constant and uniform unless there is concurrent ob- 
struction. Intermittent periods of greater pain will 
then manifest themselves. Tenderness is always 
present over the affected area and is more pro- 
nounced than unelicited pain. 


CONDITIONS PRODUCING ABDOMINAL PAIN IN 
CHILDREN 


Obstructions. Among the congenital intestinal ob- 
structions are those due to atresia and stenosis, 
bands, eventration, fetal peritonitis, malrotation of 
the midgut, and meconium ileus, in which there is an 
almost irremovable rubbery mass of meconium 
throughout the intestinal tract, due to a pancreatic 
deficiency. 

Pyloric stenosis. 
gradual and partial obstruction. There is therefore 
only slight pain, usually not enough to make the in- 
fant cry. There is only an obvious discomfort, as 
shown by the wrinkled brow, the look of apprehen- 
sion, and the stopping of nursing as each new epi- 
sode occurs coincidental with the appearance of 
maximal peristaltic gastric waves and the approach 
of projectile vomiting. 

Colic. The colic of infancy is in a class by itself. 
The pain is agonizing; it is definitely intermittent. 
Pressure is grateful as in other colics. For some un- 
explained reason it tends to occur at about the same 
time each day, usually the late afternoon or early 
evening. The frequency with which it occurs only 
during the first few months of life has led to the term 
“three months colic.” Colic is as frequent, or more 
frequent, in the breast fed as in the artificially fed 
infant. The distention by gas from human milk may 
itself be a cause of severe pain and possibly of me- 
chanical obstruction. It seems not unlikely that 
acute obstruction may result from kinking or bend- 
ing on itself of the overdistended intestine in the 
cramped space in which it lies. Relief that often 
comes from an enema or a spontaneous burst of 
flatus confirms the cause. 

Acute intestinal obstruction. Intussusception is the 
most frequently occurring type of acute intestinal 
obstruction. It is relatively rare after the first year 
of life and especially so after the second. In almost 
no other condition does the mother usually state the 
exact hour at which the pain began. In the course of 
some hours the pains become less severe; as a rule 
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the child does not cry out as before. With each re- 
currence he merely squirms, throws himself to one 
side, doubles up, whimpers, moans, or sighs. His 
facies usually becomes so distinctive that it too is of 
diagnostic value. The infant appears calm, too 
calm, paying little attention to his surroundings, and 
yet he seems preoccupied and apprehensive. 

The blood in the stool, often only in a second one, 
brings about renewed interest. The sausage-shaped 
tumor, which is pathognomonic in this clinical set- 
ting, may be found anywhere between the ileocecal 
valve and the rectum; it can nearly always be made 
out by palpation without an anesthetic, if one has 
patience, gentleness, and a warm hand. Tenderness 
is only slight. A rectal examination is always reveal- 
ing and may clinch the diagnosis. 

Sudden and complete intestinal obstruction from 
any cause, such as strangulated hernia, volvulus, 
paralytic ileus, congenital or acquired bands, or 
Meckel’s diverticulum, may present much the same 
pain and other signs and symptoms which occur 
with intussusception, except that there is no blood 
coming from the rectum and no sausage-shaped 
tumor. 

Chronic intestinal obstruction. The pain which oc- 
curs with chronic intestinal obstruction due to con- 
genital bands or narrowing, to tumors, to postopera- 
tive adhesions and contractions, and to other similar 
conditions may be negligible. On the other hand, it 
may be fairly severe, according to the nature, the 
rate of development, and the degree of obstruction. 
It is always intermittent. It occurs with each new 
contraction of the intestine. The diagnosis must be 
based on the whole clinical picture. 

Congenital anorectal stricture. Congenital anorec- 
tal stricture is not a rare condition. The obstruction 
is due to an incomplete fusion of the descending 
mesenteron and the ascending proctodeum during 
fetal life with a resulting iris diaphragm or sickle- 
shaped protrusion from the rectal wall into the 
lumen of the intestine at a point rarely more than a 
centimeter above the sphincter ani. 

Digital dilation, sometimes by one insertion, more 
often by inserting a larger finger each time over a 
period of days results in cure. 

Obstruction other than intestinal, Renal and gall- 
stone colic are almost never encountered in a child. 
Urethral obstruction rarely leads to much pain; 
sharp pain may, however, occur with acute obstruc- 
tions due to kinking. Vesical-neck obstruction leads 
to hypertrophy and dilatation of the bladder, ure- 
ters, and kidneys. Children will sometimes permit 
the bladder to become distended to a painful degree 
without any evidence of either a local or a central 
lesion. A little encouragement, a stern admonition, 
some running water, letting a bedridden girl sit up 
or a boy stand, will nearly always obviate the neces- 
sity of catheterization. 

Appendicitis. Because an early and immediate 
diagnosis is always important and may be vital, 
every abdominal pain, every “stomach ache”’ calls 
for the exclusion or establishment of the diagnosis 
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of appendicitis. While the diagnosis, based on the 
mode of onset with characteristic pain, tenderness 
and vomiting, the low fever, and the usually signifi- 
cant leucocytosis, is often easy, it is by no means 
always so. 

The appendix is an insignificant little organ of 
serious importance only because of its location in 
the peritoneal cavity. When inflamed it very rarely 
causes intense pain or more than a few degrees of 
fever. As in the adult, the pain commonly starts in 
the region of the umbilicus and after a variable pe- 
riod it shifts to some other part of the abdomen, 
usually to the right lower quadrant. The tenderness 
is always at the point of maximal involvement and 
is of far greater diagnostic value than the spontane- 
ous pain. Early point tenderness is the single most 
important diagnostic sign. Rigidity is not an essen- 
tial factor in the diagnosis of an uncomplicated 
appendicitis. Rebound tenderness is interesting but 
merely indicates that there is an intra-abdominal 
infection. 

Differential diagnosis and other causes of abdominal 
pain. The pain of a diaphragmatic pleurisy of a 
right lower-lobe pneumonia may be referred to the 
right upper quadrant of the abdomen and simulate 
the pain of appendicitis. The pain is usually greater 
than the tenderness and is found higher in the ab- 
domen. 

A beginning peritonitis due to perforation of an 
ulcer in Meckel’s diverticulum can hardly be differ- 
entiated from appendicitis unless it is accompanied 
by a hemorrhage from the rectum. 

Torsion of an ovarian pedicle on the right side 
gives much the same type of pain and other symp- 
toms as those produced by an inflamed appendix. 
A very high leucocyte count or the early finding of a 
small, hard, fairly tender mass high on the right side 
on rectal examination should make one think of a 
twisted pedicle. The first premenstrual pain of an 
adolescent girl, even the intermenstrual ‘“‘mittel- 
schmerz”’ of a ruptured ovarian follicle on the right 
side, may have to be considered. 
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Mesenteric lymphadenitis, so-called primary peri- 
tonitis, as well as secondary and tuberculous perito- 
nitis, must also be considered. 

STEPHEN A. ZIEMAN, M.D. 


Udaondo, C. B., and Castex, M. R.: Gastrectomy 
and Decalcification of the Skeleton (Gastrecto- 
mia y descalcificacién esqueletica.) Prensa med. 
argent., 1945, 32: 3. 

The gastric juice has been shown experimentally 
to be an important factor in the absorption of cal- 
cium and phosphorus in the intestine. It was found 
that decalcification occurred in dogs after removal of 
the stomach; this could be remedied partially, but 
not completely, by giving soluble calcium salts. 

The authors made a careful study of 41 patients 
in whom gastrectomy had been performed to see 
whether this was true in human beings also. They 
made roentgen examinations of the lumbosacral and 
pelvic bones, as these are most frequently the site of 
decalcification. They give tables showing the chief 
clinical findings in the cases and the results of deter- 
minations of the mineral metabolism, and also 
roentgenograms of the bones. They found the bones 
to be normal in only 2 cases (4.87 per cent), while 
there were varying degrees of decalcification in 
95-12 per cent. 

There are, of course, other factors which bring 
about such decalcification, such as insufficient ex- 


‘posure to sunlight and therefore insufficient amounts 


of vitamin D, insufficient calcium intake due to a 
defective diet, colonic disturbances and digestive 
disturbances in general, which may or may not be 
related to the new diet necessitated by the operation, 
and other factors independent of the operation, such 
as malignancy, advanced age, endocrinopathy, all 
of which may cause or intensify the decalcification. 
In deciding on a gastrectomy all of these factors 
should be taken into consideration, and it should be 
remembered that it is better to prevent decalcifica- 
tion so far as possible rather than to attempt to 
cure it. Aubrey G. Morcan, M.D. 
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UTERUS 


Telinde, R. W.: The Surgical Treatment of Prolapse 
of the Uterus. J. Am. M. Ass., 1945, 127: 495. 


In the group of relatively young women suffering 
from a second- or third-degree prolapse who do not 
desire more children, the author finds the Spalding- 
Richardson composite operation of special value. 
The technique of this as yet little known operation 
is described. In addition to giving very satisfactory 
support, it automatically sterilizes and thus pre- 
vents future deliveries from breaking down the ex- 
tensive plastic work. The author definitely objects 
to the Watkins transposition operation in this group 
of young women. Too many years lie ahead in 
which the transposed uterus may develop benign or 
malignant disease, and when this occurs the uterus 
can be removed only with difficulty. 

The largest group of women who present them- 
selves with uterine prolapse and vaginal relaxation 
do so after they are forty years of age. Here again, 
if only first-degree prolapse is present, the Manches- 
ter operation serves very well in the cases in which 
the uterus is healthy. When second- or third-degree 
prolapse exists and the patient is a good operative 
risk, he prefers the Spalding-Richardson procedure. 
This operation, however, is rather a prolonged one 
and should not be done if the physical condition of 
the patient is such that an extensive operation 
would be ill-advised. In these cases the Watkins 
transposition operation is quite satisfactory, pro- 
vided the uterus is healthy and of the proper size. 
It is especially satisfactory when the cystocele is 
very large and the uterus neither too large to be in- 
terposed nor too small to plug effectively the open- 
ing through which the bladder has herniated. The 
fact that the uterus may be a possible site of origin 
of future cancer is somewhat of a disadvantage, but 
when the cervix is amputated the possibility is not 
great; the disadvantage is more than compensated 
for by the shortness of the operation in the women 
for whom a lengthy operation in contraindicated. 

When prolapse and its allied conditions exist with 
benign uterine disease, such as small fibroids or 
functional bleeding, vaginal hysterectomy is in most 
instances the operation of choice. However, since 
the small fibroids are often situated well above the 
region of the internal os, one can often amputate the 
corpus quite satisfactorily and perform a Spalding- 
Richardson operation. 

In cases with gross intrapelvic disease, such as 
large fibroids or ovarian tumors, laparotomy is a 
necessity. In such cases one has no choice except to 
perform a combination of the plastic operation and 
the necessary intra-abdominal surgery. 

When second- or third-degree descensus requires 
treatment in elderly women who are not preferred 
surgical 1isks but candidates for very limited sur- 


gery, the LeFort colpocleisis is quite satisfactory if 
the patient has no further interest in sexual rela- 
tions. If the patient does not desire to terminate her 
sexual life a fairly satisfactorily functioning vagina 
can be preserved by performing a partial colpocleisis 
and perineal repair as described by Goodall and 
Powers. Epwarp L. Cornett, M.D. 


Auerbach, S. H., and Pund, E. R.: Squamous 
Metaplasia of the Cervix Uteri. Am. J. Obst., 
1945, 49: 207. 

In order to observe the incidence of squamous 
metaplasia and find some etiological factors, data 
have been recorded on a series of more than 600 
cervices studied for the past four years. The cervices 
were fixed in toto and sectioned serially around the 
external os at intervals of from 2 to 3 mm. 

Squamous metaplasia was observed in 72 of 100 
cervices in amounts varying from minimal (1+) to 
maximal (4+), the latter representing almost com- 
plete transformation of the columnar epithelium of 
the lower cervical canal. Race appears to have no 
effect on the incidence. The youngest patient in the 
series was twenty-one and the oldest fifty-one years. 
There was a significant increase in incidence from 
the third through the fifth decades and this rise was 
emphasized by a correlated rise in severity of the 
condition. There was no correlation between parity 
and the presence of metaplastic epithelium. Men- 
strual disorders were noncontributory. Gross ap- 
praisal of laceration and eversion was made on the 
fresh specimen and they were found to be without 
effect as factors. There was suggestive but inconclu- 
sive correlation between chronic inflammation and 
the occurrence of metaplastic epithelium: the two 
were observed together in 30 instances, while inflam- 
mation without metaplasia was seen in 9 cases. The 
latter cases included some instances of more acute 
disease, usually with ulceration, so that the number 
was probably disproportionately high. Metaplasia 
without inflammation was observed in 42 cases. Pre- 
invasive carcinoma occurred twice in the series. In 
both cases there was metaplasia in addition to the 
frank neoplasia, but the two processes were entirely 
distinct. The cancer cells treat the metaplastic epi- 
thelium with the same disrespect shown the normal 
columnar epithelium, uprooting and displacing it 
from beneath. 

It is the authors’ opinion that chronic inflamma- 
tion plays a more important part in the process than 
the figures indicate, although its mechanism as a 
local stimulus is vague. 

It was not uncommon to find isolated patches of 
metaplastic squamous epithelium accompanied by 
local round-cell infiltration while the surrounding 
areas were almost entirely free of both. 

Whatever the etiology and significance of the 
metaplastic epithelium, it seems to bear no relation 
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to malignant disease except for a possible common 
ancestral cell. Epwarp L. Cornett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Gallucci, J.: Wolffian tumors (Tumores wolffianos). 
Rev. obst. gin., S. Paulo, 1944, 7: 1. 


In connection with this discussion of tumors of the 
wolffian body, the embryology of the organ is re- 
viewed and sketches are given of the topography of 
wolffian tumors, and of the relation of these tumors 
to the ovary and tubes. These tumors may have a 
short pedicle and become intra-abdominal, or they 
may remain intraligamentary, properly speaking. 
The ovary may remain completely independent of 
the tumor and normal in form, or it may become at- 
tached to the tumor and become elongated if the 
tumor grows to large size. Sometimes there may be 
cysts of both the ovary and parovarium. The 
wolffian tumors are generally cystic, although they 
may be solid. The tube may grow out over the 
tumor like the crest of a helmet. It may be elon- 
gated to as much as 30 or 4o cm. and almost sur- 
round the tumor. Between the tumor and the folds 
of the large ligament there is a loose tissue that con- 
stitutes a plane of cleavage which may be utilized in 
removing the tumor. The cysts may be small or they 
may contain as much as 20, 30, or even 40 liters of 
liquid. The liquid is clear and does not contain albu- 
min, mucin, or pseudomucin. It contains small 
amounts of alkaline sulfates, chlorates, and car- 
bonates, and sometimes large amounts of lipoid 
which gives it a yellowish or greenish color. 

These tumors may give rise to the same complica- 
tions as ovarian tumors, that is, fistulization, infec- 
tion, gangrene, rupture, intracystic hemorrhage, and 
malignant degeneration, as well as torsion of the 
pedicle. One case is reported in which such a tumor 
herniated through the right crural ring. 

These tumors must be differentiated from tumors 
of the ovary, collections of inflammatory fluid in the 
peritoneal cavity, and other intraligamentary tumors 
such as fibroma, ectopic pregnancy, chorioepithe- 
lioma, and hydatid cyst. The prognosis is generally 
good as they rarely show malignant degeneration. 

Treatment is surgical and is easy when the tumor 
is intra-abdominal; the extirpation may be accom- 
panied by salpingectomy or adnexectomy. If it 
is intraligamentary the broad ligament must be 
opened and the tumor enucleated along the plane of 
cleavage. Care must be taken to prevent rupture of 
the cyst. If rupture occurs the inner surfaces of the 
cyst may be sutured together to further cicatrization, 
the mucosa lining the cyst may be extirpated by 
Lopez’ technique, or the edges of the cyst may be 
sutured to the parietal peritoneum and the cavity 
tamponed. During operation, complications, such as 
injuries of the bladder, intestines, or ureters, or 
hemorrhage, may occur. The bladder is pulled out 
of position by the tumor. It is generally easy to 
avoid injuring the intestines but it is very easy to 
injure the ureters. To avoid such injury, dissection 
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should be done with the finger-tip and no tube cut, 
Hemorrhage may be from the uterine or ovarian 
vessels, in which case it is not hard to control; 
however, it may be from many small vessels, which 
necessitates abdominal or vaginal tamponing. 
These tumors may be complicated by pregnancy 
which, it is said, accelerates their growth. The treat- 
ment to be used during pregnancy is the same as 
that for tumors of the ovary during the same period. 
Among 103 tumors of the ovary seen at the 
Gynecological Clinic of the University of Sao Paulo, 
directed by Moraes Barres, 5 proved to be tumors of 
the parovarium and 1a Morgagni hydatid (3.83 per 
cent of the tumors of the ovary). The age of the 
patients varied from eighteen to thirty-nine years, 
In 3 cases the tumor was on the right side and in 2 
on the left. The tumors were never larger than the 
head of a fetus at term; in 4 cases they were between 
the folds of the mesosalpinx, and 1 tumor was intra- 
ligamentary, properly speaking. In 3 cases the tumor 
was removed and salpingectomy performed. In 1 
case the cyst ruptured while salpingectomy was 
being performed. Auprey G. Morcan, M.D. 


EXTERNAL GENITALIA 


Schauffler, G. C., and Schauffler, C.: Current Con- 
cepts of Vaginitis and Vulvar Irritations in 
Infants and Children. West. J.Surg., 1945, 53:35. 


The causes of irritation in the vulvar area in in- 
fants and children are: (1) simple filth and neglect, 
(2) diaper rash, (3) infection by bacteria, including 
gonorrhea, trichomonas, and monilia, (4) traumatic 
congestion following masturbation, (5) inflammation 
centering about phimosis, and (6) diabetic dermati- 
tis. Most infections of the vulva are secondary to 
vaginal infections, of which an estimated 60 to 70 
per cent are due to the gonococcus. Treatment of 
the vulva consists of control of the infection and 
local cleansing with an emollient wash. 

The vagina is susceptible to infection because 
of its rugous, cryptiform conformations, and its 
atrophic membrane. The cervix in the immature 
female is not a harbor for infection. 

Bacteriological infections of the vagina result 
from direct transmission of wet, active, infective 
discharge. A child is usually infected from dirty 
linen, toilet seats, sex play, or direct contact from an 
infected adult. The usual symptoms are marked 
reddening, soreness, itching, and a thick, purulent, 
typical vaginal discharge. Rarely, there is excoria- 
tion and bleeding. The diagnosis is based upon a 
careful history. Physical examination is made by a 
combined rectal and vaginal examination, bacterio- 
logical smears and cultures, and vaginoscopy. Posi- 
tive cultures may be obtained only after three or 
four attempts. 

A high percentage of children undergo spontane- 
ous cures. Active treatment includes the use of sulfa 
drugs, penicillin, estrogenic substances, and local 
antiseptic applications. Sulfathiazole and sulfa- 
diazine are used in dosages of 5 gr., for children un- 
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der seven years, and in dosages of 7% gr. for chil- 
dren over seven years, given every four hours. This 
is continued for a period of from seven to ten days, 
when the culture is repeated. Penicillin is given in a 
dosage of 200 units per kilogram intramuscularly 
every three hours until from 8 to 12 doses have been 
given, although treatment may have to be prolonged. 

Estrogenic substance is given in the form of sup- 
positories containing 200 I.U., which are inserted 
nightly until the culture is negative. The authors’ 
objections to this type of therapy are that it is too 
expensive, that it requires too much manipulation 
with bad psychological effects, and that occasionally 
bleeding occurs. 

Persistent infection with positive bacteriological 
findings should be made subject to alternative or 
mixed types of treatment. Gonorrhea occasionally 
affects the rectum with a resultant proctitis which 
responds well to azochloramide. 

In the authors’ experience, foreign bodies includ- 
ing wood, beans, and hairpins were common causes 
of traumatic vaginitis. Diagnosis was easily made 
by rectovaginal examination. One finger was in- 
serted into the rectum and an applicator was used 
in the vagina. Removal of the foreign body was 
most successfully accomplished with a small tooth- 
less forceps under guidance of a rectal finger. 

CATHERINE B. Hess, M.D. 


MISCELLANEOUS 


Pedersen, J.: Studies of Menstruation Anomalies, 
Fertility, and Androgen Excretion of Normally 
Haired and Hypertrichotic Women. Acta obst. 
gyn. scand., 1943, 22: 381. 


In the endocrine diseases in which there is a typi- 
cal hypertrichosis, such as Cushing’s disease and 


virilizing tumors of the suprarenal cortex, menstrual 
anomalies and sterility are frequent. It has been 
generally assumed that these anomalies are more 
frequent in hypertrichotic women than in women 
with normal hair growth, without any definite 
study of the subject. 

The author has therefore made a rather critical 
study of the question. He considers 8 regions of 
the body that normally have some hair, and four 
degrees of hairiness: 

1. Classical normal hair growth 

2. Slight hairiness without hair at the linea alba 

3. Slight hairiness with hair at the linea alba 

4. Decided hairiness 

In the examination of 308 females over thirteen 
years of age he found that the greatest number of 
menstrual anomalies occurred in the hairiest indi- 
viduals. He also found that subjects with linea alba 
hair had more frequent menstrual anomalies than 
those with the same degree of hairing but with no 
linea alba hair. There was no difference in fertility 
in the normally haired women and those with hyper- 
trichosis. 

Among 64 women in whom androgen excretion 
was determined, the highest average excretion was 
found in the very hairy subjects. It was found also 
that the slightly hairy with linea alba hair had as 
high androgen excretion as the very hairy. The 
hypertrichotic women had on an average of 50 per 
cent more androgen excretion than the normally 
hairy. 

For the diagnosis of hypertrichosis as a sign of 
androgen effect it is sufficient to find linea alba hair 
because the linea alba is always hairy with high 
androgen excretion no matter whether the other 
regions are found to be hairy or not. 

Auprey G. Morcan, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Studdiford, W. E.: Cervical Pregnancy. Am. J. 
Obst., 1945, 49: 169. 


The author presents 28 case reports on cervical 
pregnancy from the literature and 2 from his own 
experience. It seems probable from the evidence 
which has been presented that, on rare occasions, the 
fertilized ovum traverses the uterine cavity before 
the seventh day of development and, having reached 
the cervical canal, embeds itself in its mucosa. The 
depth to which it penetrates is variable, as is the 
level at which it undergoes nidation. Probably com- 
plete penetration of the mucosa takes place, since 
the chorion frondosum develops in relation to the 
muscularis. It seems likely that many of these 
pregnancies may terminate in abortion at a very 
early stage because of the unfavorable site of nida- 
tion and therefore they escape recognition. 

Cervical pregnancy is a definite, though rare, 
entity. Many cases may be recognized. Such preg- 
nancies are rarely carried beyond the twentieth week 
of gestation. Usually it is necessary to intervene sur- 
gically before the fifth month because of hemorrhage, 
rupture of the amniotic sac, or perforation of the 
cervical wall. 

Profuse and violent hemorrhage accompanies the 
attempt to remove the placenta. 

Enlargement and expansion of the cervix, accom- 
panied by bleeding in the early months of pregnancy, 
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Fig. 1. Diagram showing four-weeks-old ovum im- 


planted in cervix. Further development leads to (1) ex- 
pansion of cervical mucosa overlying nidation site in 
character of cervical canal; or (2) rupture of infra- or supra- 
vaginal cervix if the cervical muscularis is deeply invaded 
by chorion. 
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and the finding that the corpus uteri surmounts 
the cervical mass should be regarded as suggestive 
of this condition. 

Supravaginal rupture of the cervix should be 
treated by prompt and radical surgery. Intravaginal 
rupture of the cervix can sometimes be treated more 
conservatively; however, this complication may re- 
quire cervical amputation or complete hysterectomy 
to control hemorrhage. 

When perforation is not present, the placenta, 
in most instances, can be evacuated, either partially 
or completely and manually or instrumentally; the 
hemorrhage can be controlled by packing. 

Blood for transfusion should be available in quan- 
tity to combat the large blood loss which may be 
expected in cases treated by placental removal. 

With the use of large and repeated transfusions, it 
is believed that the need for radical operation in the 
treatment of this condition can be sharply reduced. 
However, on the rare occasion when such a preg- 
nancy progresses beyond the fourth month, complete 
hysterectomy may well be the safer approach. 

Epwarp L, Cornett, M.D. 


Barnes, J., and Browne, F. J.: Blood Pressure and 
the Incidence of Hypertension in Nulliparous 
and Parous Women in Relation to the Remote 
Prognosis of the Toxemias of Pregnancy. J. 
Obst. Gyn. Brit. Empire, 1945, 52: 1. 


Many authors have shown that pre-eclamptic 
toxemia and eclampsia are followed by hypertensive 
disease (Browne and Dodds in 1939, Chesley and 
Somers in 1941). On the other hand, Isenhour, 
Kuder, and Dill in 1942, and Dieckmann in the same 
year were of the opinion that pre-eclampsia and true 
eclampsia do not cause permanent vascular or renal 
damage and that the patient who had such pathol- 
ogy would have had it eventually if she had never 
been pregnant. 

Barnes and Browne, in this article, report on the 
observations of 1,956 patients, of whom g15 were 
nulliparous and 1,041 parous. 

Their conclusions indicated that there was no 
significant difference between the mean level of blood 
pressure in nulliparous and parous women at any 
age, and that the number of pregnancies has no 
demonstrable effect on the mean level of blood pres- 
sure in parous women. 

Pregnancy, therefore, does not cause chronic hy- 
pertension. In nonparous women the level of blood 
pressure is the same whether they have or have 
never been pregnant. Pregnancy does not aggravate 
a tendency to hypertension, and chronic hyperten- 
sion does not develop earlier in parous women. 

Hypertension is not caused by toxemia. Patients 
who developed hypertension following a toxemic 
pregnancy would have done so if they had never 
been pregnant. 


at 
ing 
pre 
sin 
the 
sio 
is! 
in| 
Sp 
sy] 
de 
thi 
sy 
un 
sel 
no 
cal 
pe 
pi 
tre 
th 
of 
ar: 
ja 
tit 
fri 

ris 
t 
\ = 
= th 

= 
né 
or 
& re 
; | 
al 
se 
st 
ge 
bi 
n 
ti 
|_| 


nounts 
zestive 


ild be 
‘aginal 
1 more 
ay 
ctomy 


centa, 
rtially 
y; the 


quan- 
ay be 


ons, it 
in the 
luced. 

preg- 
iplete 


[.D. 


e and 
arous 
mote 
y. J. 


mptic 
nsive 
and 
hour, 
same 
| true 
renal 
thol- 
1ever 


n the 
were 


Ss no 
dood 

any 
no 
pres- 


> hy- 
lood 
have 
vate 
rten- 


ients 
emic 
ever 


OBSTETRICS 127 


The authors consider toxemia of pregnancy to be 
a temporary disorder closely associated with preg- 
nancy and leaving of itself no permanent lesion. 

There is, therefore, no justification for terminat- 
ing a toxemic pregnancy prematurely in order to 
protect the mother from chronic hypertension. Also, 
since there is no evidence in this article to indicate 
that pregnancy permanently aggravates hyperten- 
sion already existing when pregnancy starts, there 
is no justication for terminating an early pregnancy 
in a patient who has essential hypertension. 

Harry Fretps, M.D. 


Speiser, M. D., Wexler, G., Thomas, E. W., and 


Asher, H. A.: The Rapid Treatment of Early 


Syphilis during Pregnancy. Am. J. Obst., 1945, 
49: 214. 

Forty-three pregnant patients were treated for 
syphilis with massive mapharsen therapy. One 
death from arsenical encephalopathy occurred in 
this group. Of the 30 patients with early infectious 
syphilis who completed treatment and were kept 
under observation, a minimum of 76.6 per cent pre- 
sented good results from this therapy. If the babies 
not proved to be syphilitic are eliminated from the 
calculations, the probable good results would be 85 
per cent. 

At the prenatal syphilis clinic of the Bellevue Hos- 
pital, New York, there were 34 pregnant patients 
treated for early infectious syphilis with routine 
therapy between 1936 and 1940, prior to the advent 
of massive arsenotherapy. One death occurred from 
arsenical encephalopathy, 5 patients developed 
jaundice, and 1 patient developed exfoliative derma- 
titis. Only 50 per cent of the offspring were free 
from syphilis. 

In the relatively small series reported here, inten- 
sive therapy proved safer and more effective than 
routine treatment. Nevertheless, there remains the 
risk of arsenical encephalopathy and this is probably 
greater with intensive mapharsen therapy than when 
the same drug is employed in routine treatment of 
this disease. 

Massive mapharsen therapy in the treatment of 
early infectious syphilis prior to the onset of preg- 
nancy has yielded excellent results, since there was 
only 1 failure among 32 patients so treated. This 
failure occurred in a mother who had a cutaneous 
relapse. Epwarp L. Cornett, M.D. 


Rice, P. M.: Neisserian Infection in Pregnancy. 
Am. J. Obst., 1945, 49: 226. 


Fifty obstetric patients have been examined by 
smear and culture in the antepartum, intrapartum, 
and postpartum periods and proved to harbor neis- 
seriae by cultural identification. Forty-four ob- 
stetric patients at term, in labor, with findings sug- 
gesting gonorrheal infection and/or positive smears 
but negative cultures, have been compared with the 
neisseria-positive group to demonstrate certain fea- 
tures relating to diagnosis, treatment, and manage- 
ment of neisserian infection in pregnancy. Culture 


is more efficient than smear in establishing a positive 
diagnosis in neisserian infection in pregnancy. 

Smear is valuable in conjunction with culture in 
establishing a positive diagnosis in chronic infections, 
and particularly in following up treated patients for 
cure. Repeated smear and culture at the time of a 
searching physical examination is the most adequate 
method of diagnosis. One negative smear and culture 
will not rule out gonorrhea. 

Neisseria catarrhalis was isolated from 4 per cent 
of the patients. In the interest of an accurate diag- 
nosis, and for the protection of both the patient and 
physician, fermentation studies should be done to 
identify the particular neisseria present. 

The gonococcus was apparently activated by the 
trauma of labor, and was recovered from the urethra 
postpartum in 2 treated patients who had negative 
cultures before labor. The gonococcus was recovered 
from the urethra of 8 postpartum patients not pre- 
viously examined or treated. The gonococcus was 
not recovered from the show or lochia of patients 
proved to harbor the infection in the urethra or 
cervix. 

Two patients with acute gonorrhea, and 2 with 
cured infections had early postpartum morbidity 
with clinical endometritis. 

Gonorrheal infection appeared more persistent 
and resistant to treatment in pregnancy. 

Diagnosis by smear seemed more confusing in the 
pregnant than in the nonpregnant female. 

Forty-four of the 50 patients with positive cultures 
were treated, and 38 were found to be negative after 
the first course of sulfonamide treatment. Six re- 
mained positive after the first course and received 
subsequent treatment. Epwarp L. Cornett, M.D. 


Hansen, J. L.: Acute Anterior Poliomyeiitis during 
Pregnancy. Acta obst. gyn. scand., 1943, 22: 324. 


Anterior poliomyelitis rarely occurs during preg- 
nancy. The author reports what he believes is the 
first case observed in the Scandinavian countries. 
The patient was a woman of twenty-five who had 
previously been well; she contracted anterior polio- 
myelitis five weeks before delivery in her second 
pregnancy. There was flaccid paralysis of the mus- 
cles of the extremities, the abdominal muscles, and 
the urinary bladder. The pregnancy continued nor- 
mally. As there were no labor pains eight hours after 
the discharge of the amniotic fluid, she was given 
vitamin B, and delivery was terminated by expres- 
sion. The child was normal. During the first week 
of the puerperium there was marked improvement 
in the paralysis, but after that its course was about 
as usual, 

This is the twentieth case of anterior poliomyelitis 
during pregnancy reported in the literature. Ten of 
the cases occurred in the United States, 6 in Ger- 
many, 2 in France, and 1 each in Czechoslovakia and 
Denmark. A table showing the essential features of 
the cases is given. 

The disease may occur at any time during preg- 
nancy, and its course is apt to be more severe than 
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under other conditions, especially with respect to 
respiration and micturition. Paralysis of the abdom- 
inal muscles may render artificial delivery necessary. 
Delivery in 2 of these cases was by cesarean section. 
The improvement in the paralysis after delivery is 
generally transient. The symptoms are practically 
the same in pregnant women as in nonpregnant pa- 
tients. The paralysis in all these cases was flaccid, 
with total or partial absence of bone and tendon 
reflexes. Five of the patients died, all of ascending 
Landry’s paralysis with arrest of respiration. This 
was a mortality of 25 per cent, about the same as the 
general mortality of the disease. 

The paralysis has surprisingly little effect on the 
pregnancy. There were no cases of abortion and 
there were only 2 cases in which the patients were 
delivered prematurely in the eighth month. How- 
ever, as the delivery did not occur during the acute 
stage of the infection in either case, it was probably 
not caused by the poliomyelitis. Hemorrhage dur- 
ing delivery was seen only in the author’s case. 
None of the children showed any signs of polio- 
myelitis. Paralysis of the bladder or respiratory 
paralysis may necessitate interruption of the preg- 
nancy, but otherwise the pregnancy should probably 
be allowed to continue. If there is still risk of infec- 
tion from the mother when the child is born, it 
should be kept from her. In such cases the milk 
must be considered as infected. 

Aubrey G. Morcan, M.D. 


Mclirath, M. B.: External Endometriosis and Preg- 
nancy; A Report of 2 Cases. J. Obst. Gyn. Brit. 
Empire, 1945, 52: 52. 

Endometriosis is described as being external and 
internal. Internal endometriosis is limited to the 
uterine musculature, while the external type in- 
cludes all other areas containing ectopic endometrial 
tissue. The two conditions cause different complica- 
tions in pregnancy, external endometriosis being 
more commonly associated with sterility. 

The author reports 2 cases of external endometrio- 
sis, one of the ovary and the other involving the 
tube. Both cases were operated upon; in the first case 
only the ovary was removed and in the latter both 
the affected tube and its ovary were removed. Both 
patients recovered satisfactorily and delivered nor- 
mally at term. J. Ropert M.D. 


Edmondson, H. A., Levi, L. M., Evans, N., and 
Horn, P.: Papillary Lesions of the Cervix Uteri 
in Pregnancy. Am. J. Obst., 1945, 49: 356. 


Five instances of proliferative or papillary lesions 
of the cervix uteri associated with pregnancy are 
reported. One case of presumptive pregnancy is 
included. 

The ages of the patients varied from seventeen to 
twenty-two years. The average was nineteen and 
six tenths years. The lesions were seen at various 
stages of pregnancy, ranging from the second month 
to the time of delivery. The proliferative growths 
were single or multiple, varied in size from small 
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pearly gray-white areas to papillomas raised from 
2 to 3 cm. above the surface, and were always 
located at or near the external cervical os. Usually 
they were described as being circumoral. 

Microscopically, they were characterized by vari- 
ous grades of proliferative change in the squamous 
epithelium, i.e., (a) simple thickening of the epithe- 
lium; (b) greatly thickened irregular epithelial units 
indiscriminately fused together with confluent tiny 
papillary stalks; and (c) large papillomatous growths. 
Cellular changes such as irregularity in size of hyper- 
chromatic nuclei, unusual mitotic activity, and 
vacuolization of the cytoplasm may tend to confuse 
the diagnosis with carcinoma. True invasion, how- 
ever, does not occur. 

The etiology is not clear. Age, hormones, and 
infection may all be responsible. The treatment is 
conservative. Large, discrete tumors can be re- 


moved surgically. Radiation therapy is of value in 
treating extensive multiple lesions. { 
Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Hansen, J. L.: Spinal Anesthesia as Therapy in 
Cases of Postpartum Uterine Atony. Acta obsi. 
gyn. scand., 1943, 22: 305. 


Death from atony of the uterus is by no means 
uncommon, and in cases in which the hemorrhage 
from this cause is not severe enough to cause death 
it lowers the resistance of the patient to infection; 
therefore, effective treatment is of very great im- 
portance. 

The author describes 4 cases in which he used 
spinal anesthesia as a treatment for hemorrhage from 
postpartum atony, after the usual extragenital meth- 
ods of treatment, such as kneading of the uterus and 
the administration of pituitary extract and ergot, 
had failed. In all 4 cases a light low spinal anesthesia 
was given an hour or more after delivery. In all of 
the cases the uterus contracted well and the hem- 
orrhage stopped completely and permanently. The 
patients had lost from 750 to 3,000 c.c. of blood 
and showed severe signs of anemia. This method of 
treatment saves the patient from packing of the 
uterus with its attendant danger in the form of in- 
fection. 

If the anesthesia is given properly, between the 
second and third, or third and fourth, lumbar ver- 
tebrae, with the whole tip of the cannula inside of 
the arachnoid membrane, and given slowly, there is 
little or no danger from the method. An amount of 
spinal fluid equal to the amount of solution to be 
injected should be withdrawn and the patient should 
be placed carefully in the Trendelenburg position 
after the injection. Five centigrams of tropacocain 
or ro cgm. of novocaine are suflicient amounts of the 
anesthetic and even 7 cgm. of novocaine may be 
enough. 

The mechanism of action of spinal anesthesia in 
this condition is not definitely known. 

Auprey G. Morean, M.D. 
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Bazan, J., Dubrovsky, R., and De Pasi, O. B.: Indi- 
cations for Hysterectomy in Pregnancy and 
the Puerperium (Indicaciones de la histerectomia 
en el estado gravido puerperal). Bol. Soc. obst. gin., 
B. Aires, 1944, 23: 648. 


In a previous article, written in 1937, Bazan and 
Dubrovsky discussed the results of hysterectomy 
during the puerperium at the Maternity Hospital 
directed by Alberto Peralta Ramos. They have 
brought this report up-to-date and give the indica- 
tions and prognosis of hysterectomy during preg- 
nancy and the puerperium, taking into account the 
improved prognosis in ureteroplacental hemorrhage 
due to improved medical methods of treatment and 
the better conservative results brought about in 
infection by the intraperitoneal use of the sulfona- 
mides. The indications for hysterectomy in these 
conditions have decreased greatly for these reasons, 
and it is practically not indicated at all in irreducible 
atony of the uterus, as this condition can be ‘handled 
in most cases by intravenous use of pituitrin. 

The authors give brief histories of 38 cases in 
which hysterectomy was performed. These include 
12 cases of myoma of the uterus, with 1 death; 15 of 
rupture of the uterus, with 3 deaths; 2 of severe 
intrapartum infection, with 1 death; 3 of carcinoma 
of the cervix, with no deaths; and 2 of ureteroplacen- 
tal hemorrhage, 2 of adherent placenta, 1 case of irre- 
ducible postpartum atony, and 1 cesarean section 
in which a Wertheim-Schauta operation had been 
performed previously, all without mortality. 

In rupture of the uterus conservative surgery 
with suture of the rupture can be used only in cases 
of linear and aseptic rupture, and in these cases 
sterilization should be performed in order to prevent 
rupture in future pregnancies. This is recommended 
because of the fact that the 2 new cases added to 
their previous statistics were both cases of spontane- 
ous rupture of the scars from previous operations — 
myomectomy and cesarean section. 

In cancer in the early months of pregnancy total 
hysterectomy by the Wertheim method should be 
performed, and in the later months after the child 
is viable, cesarean section should be done and fol- 
lowed by hysterectomy and radium treatment. 

Aubrey G. Morcan, M.D. 


NEWBORN 


Stratton, F., Langley, F. A., and Lister, U.: Hemo- 
lytic Disease in One Dizygotic Twin. Bril. M. 
190455 

The occurrence of hemolytic disease in both twins 
is well known, but the occurrence of the disease in 
only one of the twins is less well known. Macklin in 
1939 reported 6 such cases in the literature. 

The usual story is that the mother is Rh-negative 
and the children are Rh-positive and that there are 
anti-Rh agglutinins in the mother’s serum with re- 
sulting affliction of both infants. 

Kariher (1943) reported a case of binovular twins 
whose mother was Rh-negative, her serum contain- 
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ing Rh-antibodies; and while the unaffected child 
was Rh-negative, the affected one was Rh-positive. 
The present case is reported because, although 
only one child was affected, both were Rh-positive. 
In this particular case the authors, after thorough 
study, found that although these dizygotic twins 
were both Rh-positive, they were of different geno- 
types. The affected child was of genotype Rhirh and 
the unaffected one of Rh’’rh. The father was then 
assumed to be Rh,Rh’’. The maternal antibodies 
were of the type anti-Rhr1, and therefore affected the 
child of the genotype Rhirh. Harry Fretps. M.D. 


Sparrevohn, U. R.: An Epidemic of Pemphigus 
Contagiosus Neonatorum with Verified, Spe- 


cific Bacillus. Acta obst. gyn. scand., 1942, 22: 257. 


In the obstetrical service of the State Hospital of 
Sgnderborg, Denmark, there were epidemics of 
pemphigus contagiosus neonatorum in 1939, 1940, 
and 1941, with 56, 18, and 47 cases, respectively. 
From 1922 to 1938 there had been only scattered 
cases. As a rule, the general health of the infants 
was not affected, but in 3 cases there was serious ill- 
ness and 2 of the patients died. 

In 40 cases the fluid from the pemphigus vesicles 
showed pure cultures of the pemphigus staphylococ- 
cus isolated by E. Krag Andersen; cultures were 
made of the nasal secretion in 65 cases with positive 
results in 58 per cent, and throat cultures showed 
positive results in 56 per cent of 54 cases. Nose and 
throat cultures of the mothers of these children also 
showed a high percentage of positive results, and 
these mothers had a higher percentage of mild puer- 
peral complications, such as galactophoritis, than 
the mothers of healthy children. Among the staff, 
10 per cent showed positive pemphigus staphylococ- 
cus nose and throat cultures. 

In order to prevent such epidemics, nose and 
throat cultures should be made of all new personnel 
engaged, and if they are found positive they should 
not be employed. During an epidemic, cultures of 
the whole staff should be made every week and any 
persons giving positive results should be dismissed. 
Preventive vaccination of the children should be 
given at the beginning of an epidemic—50, 100, and 
200 million bacilli should be given subcutaneously 
at intervals of from three to five days. 

While the exact bacteriological condition in all 
cases of pemphigus contagiosus neonatorum is not 
known, there is no doubt that E. Krag Andersen’s 
discovery of the pemphigus staphylococcus has been 
of great value in combating this disease. 

Auprey G. Morcan, M. D. 


Smallpeice, V.: Duodenal Ileus in the Newborn. 
Brit. M. J., 1945, 1: 258. 


Duodenal obstruction in the newborn may be 
associated with a complete atresia or with stenosis 
caused either by narrowing of the bowel wall or by 
partial obliteration of the lumen by a membrane. 
There are two separate mechanical factors at work 
in producing ileus: (1) a congenital anatomical fac- 


from 
Ways 
lally | 
vari- 
nous 
ithe- 
Inits 
tiny 
rths. 
‘per- 
and | 
fuse 

and 
it is 

re- 
e in 
D. 
y in 
obst. 
ans 
age 
ath 
ion; 
im- | 
sed 
rom 
*th- 
and | 
Zot, 
| 
1 of 
The 
0d 
| of 
the 
in- 
of 
is 

of 

be 
ild | 
| 
he 
be 

in 


130 

tor, in which a band of mesentery, usually associated 
with the superior mesenteric artery, is stretched 
across in front of the duodenum and causes some 
degree of compression; and (2) the vicious cycle 
likely to be set up by this. The proximal duodenum 
tends to become distended and this in turn causes 
ptosis and kinking over the band which makes the 
ileus more severe. The latter factor is of great im- 
portance in the causation of symptoms, and if it can 
be overcome by medical treatment the baby will sur- 
vive even though the anatomical factor remains. 

Vomiting is usually the predominant symptom in 
any form of duodenal obstruction; it is generally 
forcible, occurring immediately after each feeding, 
and often the vomitus is bile-stained. This last sign 
is of great value in diagnosis. Anorexia is usually pro- 
nounced, and if the baby is not forced to take more 
than it wants the intake is so small that distention 
and the onset of vomiting may be delayed. Constipa- 
tion may be severe but the stools show no evidence 
of digestive upset. Wasting and dehydration vary in 
degree according to the severity of the case. Visible 
peristalsis of the stomach may be seen, but is not so 
marked as in pyloric stenosis. Failure to find the 
firm pyloric tumor is an important point in differ- 
entiation from the latter condition. The general 
examination of the baby should include a search for 
infection and cerebral causes for the vomiting. 
X-rays may show fluid levels in the stomach and 
duodenum with distention of the latter. 

Two illustrative cases are described; one patient 
was treated medically and survived, but the other 
died from volvulus despite treatment. 

J. RoBert WILtson, M.D. 


MISCELLANEOUS 


Harrison, C. V., and Meacock, E. C.: The Value of 
the Rhesus Test in Obstetrics. J. Obst. Gyn. Brit. 
Empire, 1945, 52: 36. 

The authors review the status of the Rh test in 
obstetrics, studying the Rh reactions of 280 selected 
obstetrical cases. 

They agree in their findings with other workers as 
far as hydrops fetalis, icterus gravis, and hemolytic 
anemia are concerned. However, they agree with 
Henderson and Javert that there is a fourth variant 
of hemolytic disease of the newborn. This is diag- 
nosed by a falling Rh antibody titer after about the 
twentieth week; it is suggested that this is due to its 
absorption by the fetus. This results in fetal death, 
maceration, and signs of damage to the liver with 
fibrosis. An excessive erythropoiesis cannot usually 
be demonstrated. 

The authors have not found evidence in this study 
to suggest that there is any connection between the 
Rh factor and repeated abortions, congenital abnor- 
malities, hemorrhagic disease of the newborn, and 
toxemias of pregnancy, also repeated stillbirths and 
neonatal deaths other than those due to the four 
variants of hemolytic disease of the newborn. 

: Harry Fretps, M.D. 
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Torpin, R.: The Influence of the PJacental] Site on 
Fetal Presentation. J. Am. M. Ass., 1945, 127: 442. 
This report covers a series of 500 films showing the 
location of the placenta with its relation to fetal 
presentation. Three hundred and sixty-three films 
were reviewed and reported in a previous article. 

Occipitoposterior presentation may be classified 
into 3 categories: (a) primary occipitoposterior pres- 
entation occurring at the onset of labor, with rota- 
tion to anteroposterior presentation; (b) occipito- 
posterior presentation with rotation to the trans- 
verse position and arrest of the fetus; and (c) occipi- 
toposterior presentation which is followed by pos- 
terior delivery. 

The etiology of these 3 types of presentation de- 
pends upon various factors. The bony pelvis is defi- 
nitely a contributing factor. Caldwell, Moloy, and 
D’Esopo revealed that there was a distinct inclina- 
tion on the part of the fetal head to engage with its 
anteropesterior diameter parallel to the widest diam- 
eter of the inlet. In pelves with long anteroposterior 
diameters and relatively narrow side walls, i.e., 
anthropoid pelves, there was a definite tendency of 
the head to engage either in an occipitoanterior or 
posterior position. Hanson in 1934 drew attention 
to the narrow midpelvis, revealed by inward pro- 
trusion of the ischial spines, as a cause of persistent 
occipitoposterior presentation. The author noted 
that in 6 of 12 occipitoposterior cases there was 
present a justo major pelvis or a very small fetal 
head in a normal pelvis. The other 6 illustrated the 
narrow midpelvis already discussed. Calkins inti- 
mates that the full urinary bladder also may be a 
contributing factor in presentation. Another factor 
to be dealt with is the location of the placenta. 

The incidence varies greatly with different inves- 
tigators, the variable factor being that all cases are 
not seen early enough in labor to make a definite 
diagnosis of position of engagement. The figures 
vary between 5.1 per cent, as stated by Cosgrove, 
and 27.1 per cent, as stated by Melhado of Montreal. 
The true incidence can be ascertained only by a 
large series of x-ray films taken at the onset of labor. 

Snow and Powell simplified soft-tissue technique 
so that it readily revealed the position of the pla- 
centa in relation to the fetal head. They noted that 
as a rule the fetus faced the placenta. With this in 
mind, the author reviewed his 500 cases and found 
the great majority of placentas to be located on the 
anterior or posterior wall of the uterus. The pla- 
centa situated on the anterior wall showed a definite 
tendency toward the production of the occipito- 
posterior presentation. The placenta located on the 
posterior wall showed an increased tendency toward 
the production of the occipitoanterior presentation. 
Mathematically, the following conclusions were 
drawn: 

When the placenta was located anteriorly, the 
chance for occipitoposterior presentation of the fetus 
was twice as great as when the placenta was located 
posteriorly, 33.3 to 14.5 percent. When the placenta 
was on the posterior wall the chance for occipito- 
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anterior presentation was nearly twice as great as 
when the placenta was located anteriorly—59 to 
33.6 per cent. The incidence of occiput transverse 
presentation was 26.5 per cent if the placenta was 
located on the posterior wall and 33 per cent if it 
was found to be on the anterior wall. 

CATHERINE B. Hess, M.D. 


Hamburger, C.: Contribution to the Hormonal 
Diagnosis of Hydatiform Mole and Chorio- 
epithelioma, Based on 76 Cases with Hormonal 
Analyses. Acta obst. gyn. scand., 1943, 24: 45. 


Soon after the development of the Ascheim- 
Zondek test for pregnancy and Friedman’s modifica- 
tion of it, it was found that pregnancy reactions 
could be brought about with much smaller amounts 
of urine from cases of hydatidiform mole and 
chorioepithelioma than from cases of normal preg- 
nancy. This suggested the possibility of hormonal 
diagnosis of hydatidiform mole and chorioepithe- 
lioma. The author investigated this question on 
material from the Hormonal Department of the 
State Serum Institute of Copenhagen, including 76 
cases of hydatidiform mole or chorioepithelioma and 
71 cases of normal pregnancy in which no such com- 
plications were found. 

He found that quantitative determination of the 
excretion of chorionic gonadotropin is of very lim- 
ited use in the diagnosis of hydatidiform mole as it 
is impossible to establish the upper limit of normal 
values. Not even one million international units of 
gonadotropin per liter of urine definitely proves the 
presence of hydatidiform mole. However, the gon- 
adotropin excretion has a certain value because in 
the material examined only about 6 per cent of the 
patients with normal pregnancies showed a gon- 
adotropin excretion of 300,000, or more, interna- 
tional units per liter, while 80 per cent of those with 
moles excreted more than this amount. 

In uncomplicated cases of mole the gonadotropin 
output falls off rapidly, and after a month is only 
rarely more than 30,000 international units. If a 
high secretion is found after this time it indicates a 
complication, but the hormone analysis does not 
show the nature of the complication, whether it is a 
malignant chorioepithelioma, simple molar rem- 
nants, or other condition. 
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In the 23 complicated cases of this material there* 
was a protracted gonadotropin excretion which 
showed a tendency to rise rather than to disappear 
after the first month, and there was an excretion of 
30,000 international units or more a month after re- 
moval of the mole. Periodic determinations of gon- 
adotropin excretion should be made for at least six 
months after removal of the mole. If microscopic 
examination of the mole causes suspicion of chorio-- 
epithelioma, the control examinations should be 
made at intervals of one or two weeks. 

Auprey G. Morcan, M.D. 


Straus, R., and De Nosaquo, N.: Effects of an 
Abortifacient Paste (‘‘Utra-Jel’’); Report of a 
Death from Its Use and of an Experimental 
Study of Its effects on Rabbits and Rats. Arch. 
Path., Chic., 1945, 39: 91. 


The death of a young woman due to an abortifa- 
cient paste and the medicolegal angle involved 
stimulated the experimental studies described in 
this article. 

The paste or jel as a whole and its component ac- 
tive elements were introduced in laboratory animals, 
and mixed with whole human blood, and the effects 
are described principally from a histopathological 
standpoint. 

When mixed with human blood the cellular struc- 
tures of the blood become lumpy and an immediate 
color change is observed. The prepared coagulum 
after fixing, staining, and sectioning histologically, 
presented a complete loss of cellular elements being 
replaced by amorphous and granular masses. 

The introduction of the material into one horn of 
a pregnant rabbit produced death within a week. On 
examination, the uterine cavity was found to be 
empty and a perforation was found at the site of 
application of the paste. Sectioned tissues micro- 
scopically studied revealed an extensive necrotizing 
inflammatory process. 

In animals which survived, no marked evidence of 
damage was found. The uterine wall in the injected 
sites revealed an eosinophilic infiltration of the walls 
of the horns. 

The paste had a definite caustic effect and pro- 
duced uterine perforation and these effects had taken 
place in the case reported. R. A. Bercer, M.D. 


ADRENAL, KIDNEY, AND URETER 


Rosendal, T.: Two Cases of Sympathicoblastoma of 
the Suprarenal Gland with Metastases to the 
Cranium and the Tubular Bones. Acta radiol. 
Stockh., 1942, 23: 462. 

Sympathicoblastoma is a tumor made up of im- 
mature cells developed from the sympathetic nerve 
tissue of the suprarenal marrow. Two cases are here 
described, in both of which there were metastases to 
the bones of the skull, with hemorrhages in the eye- 
lids, and, in the first case, metastases to the long 
bones also. The patients were boys eighteen and twelve 
months of age, respectively. The first visiblesymptom 
in Loth infants was the tumors of the cranial bones. 
Both were treated with roentgen rays. The im- 
provement in the first case was temporary, and the 
patient died about a year after the beginning of 
the disease. In the second case there was marked 
improvement and the patient was still alive some 
months after the treatment, but invariably the dis- 
ease proves fatal in time. 

In the first of these cases the primary tumor was 
in the left suprarenal gland, in the second case, in 
both suprarenals, and in both cases there were 
calcifications in the glands. Roentgen examination 
of the skulls shows characteristic small spots of bone 
destruction and also new bone with spicules. 

These tumors were first recognized as neurogenic 
by Virchow, in 1864, and he classified them as 
gliomas. They were later described as retroperito- 
neal sarcomas, because of the great abundance of cells. 
In 1910, the origin of the tumors in the sympathetic 
nervous system was shown by Wright, by compari- 
son with the suprarenal.tissue of embryos. The 
disease is relatively infrequent, only about 300 cases 
having been reported. About one-third of all tumors 
and more than one-half of the abdominal tumors in 
children are in the suprarenal gland; the suprarenal 
marrow contains sympathetic nerve cells even after 
puberty. A classification of the tumors of the sympa- 
thetic nervous system is given. 

Diagnosis is generally made late. Differentiation 
from chloroma can be made by the blood picture, 
but invasion of the blood-forming organs by metas- 
tases may bring about a picture similar to that of 
erythroblastosis. The abdominal tumor may be 
confused with Wilm’s tumor which, however, does 
not occur until after the second year of age. The 
destructive changes in the skull may be confused with 
those of Hand-Schueller-Christian’s disease, but as 
a rule in this disease there are large bone defects and 
changes in the cholesterol content of the blood. The 
metastatic changes in the bones may resemble those 
of Ewing’s sarcoma but the differentiation may be 
made by demonstrating the primary tumor. 

This disease generally ends in death within from 
two to five months. Wissler reports a case in which 
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the patient lived two years after roentgen treatment, 
In this case the skin metastases disappeared without 
direct exposure to the rays after irradiation of the 
skull, which leads Wissler to suggest that this may 
be a systemic disease of the sympathetic system, 
Only 1 such case has been described in which the pa- 
tient, operated on in 1916, was alive in 1931. 
Aubrey G. Morcan, M.D. 


Parsons, C. G.: Traumatic Uremia. Brit. M.J., 1945, 
1: 180 


Just as the original draft of the author’s article on 
traumatic uremia was completed, there appeared an 
article by Darmady and his colleagues (1944), based 
upon their experiences at the R. A. F. casualty 
clearing station which feeds the E. M. S. base hos- 
pital where the author was stationed. They de- 
scribed 8 cases which developed uremia a few days 
after the patient was wounded by high-explosive 
missiles. Oliguria and vomiting were constant fea- 
tures in these cases, and 6 of the patients died. Ref- 
erence was made to similar cases described during 
both the present and the last war, but no mention 
was made of an article on the subject by Duval and 
Grigaut (1918). 

In the hope that further light may be shed on the 
mechanism responsible for the azotemia, 2 further 
cases are here reported. Both of the patients were 
healthy young soldiers whose wounds caused such 
extensive muscle and vascular damage as to neces- 
sitate amputation; shock was severe and was treated 
by the transfusion of blood and plasma; infection 
was well controlled by early surgery and the admin- 
istration of penicillin and sulfanilamide. Uremia 
developed rapidly and was undoubtedly responsible 
for the death of 1 of the patients, whose wounds were 
not sufficient in themselves to cause a fatal outcome. 
From a review of previous case records, it seems 
probable that other unrecognized examples of the 
condition may have passed through the hospital. 

It is obvious that in these patients the production 
of urea is more rapid than its elimination. In the 
great majority of recorded cases there has been 
severe damage to one or more limbs, often involving 
large vessels. Hemorrhage and shock have, there- 
fore, been the rule, and transfusion has invariably 
been necessary. Darmady and his colleagues (1944) 
have remarked that the condition is in some ways 
like the crush syndrome, and it should also be noted 
that it bears a resemblance to the azotemia of 
hematemesis. 

In traumatic uremia, at any rate during the period 
immediately after wounding, the dietetic protein, 
80 gm. of which will raise the blood urea by about 50 
mgm. per 100 c.c., can play little or no part as a 
source of urea; it must therefore be derived from 
tissue breakdown. The rapid rise of blood urea is 
consequently suggestive of an accelerated protein 
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catabolism, especially when considered in conjunc- 
tion with the speed at which weight is lost by these 
patients. There is no doubt that they all suffer from 
dehydration and oxygen deprivation due to anemia, 
vasoconstriction, and reduced blood volume—fac- 
tors quoted by Black as increasing tissue-protein 
catabolism. It is therefore probable that the manu- 
facture of urea from tissue protein is abnormally 
rapid after severe traumatic hemorrhage. 

It appears that the condition may be relatively 
common in modern warfare, especially when severe 
damage to a limb involves large blood vessels. Evi- 
dence is given that the manufacture of urea from 
tissue protein is increased in the early stages of the 
illness, and reasons are advanced in support of the 
view that urea retention is due to renal anoxia. 
During the recovery phase, diuresis is pronounced 
and the usual renal function tests may show no ab- 
normality. Simpler tests revealed kidney impair- 
ment in one of the cases described. One patient had 
severe leucopenia as a result of sulfanilamide poison- 
ing, and responded rapidly to injections of pentnu- 
cleotide. Joun E. Krrxpatrick, M.D. 


Leadbetter, W. F., and Engster, H. C.: The Problem 
of Renal Lithiasis in Convalescent Patients. J. 
Urol., Balt., 1945, 53: 269. 


Fourteen cases of hematuria with renal and 
ureteral colic due to the passage of calculi or sand, 
occurring among convalescent patients in a military 
hospital, are reported. Hospitalization was required 
because of injuries or wounds in 12 of the 14 cases. 
Eight of the patients had bone injuries in addition to 
soft-tissue wounds. In 3 cases amputations had 
been performed. With 1 exception, all patents were 
immobilized more or less completely for several 
weeks. The time between injury and onset of the 
urinary symptoms varied between eight and one 
hundred sixty-four days, the average being seventy 
days. Bilateral calculi were present in 8 cases. In 
patients with unilateral calculi the right side was in- 
volved in 5 of 6 cases. X-ray examination in 9 cases 
disclosed radiopaque stones in 3 instances, non- 
functioning kidney in 5 cases, and hydronephrosis in 
2 cases. Intravenous pyelography was the most 
useful diagnostic procedure. In 9 cases cystoscopy 
was performed, and ureteral obstruction was demon- 
strated in all 9 patients and immediately relieved in 
7. Obstructions which could be dignified by the 
term “calculus”? were demonstrated in only 4 of the 
14 cases. The obstructing agents were usually loose 
aggregations of crystals or amorphous material. 
Urinalysis disclosed hematuria and large amounts of 
amorphous or crystalline calcium-phosphate sedi- 
ment. In no instance were sulfonamide crystals 
found in the urine although several patients were 
receiving the drug. Infection played little or no part 
in the formation of the calculi in this series. 

The mechanism of the formation of urinary calculi 
under the conditions described may be due to mobi- 
lization of calcium and phosphorus from the skele- 
ton with consequent increase in the concentration of 
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these substances in the urine when combined with a 
low intake of fluid and a dependent position of the 
renal pelves. Attention is called to the adequate 
administration of fluid, particularly during the early 
period of bed rest, and the turning of immobilized or 
paralyzed patients frequently, as prophylactic pro- 
cedures. W. Scott, M.D. 


LeDuc, I. E.: Ureteral Syndromes in the Male. / 
Urol., Balt., 1945, 53: 295- 


One hundred consecutive cases, in which the diag- 
nosis of ureteral disease was made, form the basis 
for this study. This number occurred in a total 
cystoscopic material of 306 patients, and a total ad- 
mission of 15,465 patients in a military hospital, of 
which the identity, location, and geographic and cli- 
matic environs are not disclosed. 

A congenital origin of the diseased condition of the 
ureter, here clinically determined, was probable in 37 
instances—in 28 with a lifelong duration of symp- 
toms and in 9 patients with a history of enuresis, but 
not included in the group of 26 enuretic patients. 
In 5 of those with a presumably acquired syndrome, 
the onset of symptoms began with a gonorrheal in- 
fection; 6 dated their symptoms from an acute renal 
infection; and 3 dated them from an attack of some 
contagious disease. Foci of infection were found less 
often than expected, only 4 dental, 16 tonsillar, and 
II prostatic infections being discovered. A small 
group of patients attributed their symptoms to 
trauma, usually a fall or blow on the loin or the tes- 
ticle, while in a few cases the symptoms began after 
a sudden lift strain. , 

In an attempt to define a characteristic syndrome 
for this condition the hundred patients in this 
group of young soldiers were divided into five groups 
according to their predominating complaints, it 
being understood, of course, that this was not an 
attempt to separate the patients into different dis- 
ease entities (since closer analysis will show a great 
similarity of symptoms and signs), but merely to 
characterize a general syndrome from various ap- 
proaches. Thus, the predominating symptoms in 30 
of these patients was renal pain, that is, backache, 
pain on pressure, and dilatation of the bladder or 
ureters on percussion over kidney areas. Twenty-six 
patients complained of enuresis; 16 of “‘appendicitis” 
(no rigidity, muscle spasm, or rebound tenderness) ; 
14 of testicular pain, perhaps radiating also down 
the inner aspect of the thigh; 9 of pyuria; and 5 
of miscellaneous manifestations. The diagnosis, of 
course, depends essentially on cystoscopy with em- 
phasis on retrograde pyelography (15 per cent 
skiodan), and the reproduction of the distinctive 
pain and tenderness, and the distortion, dilatation, 
and narrowing of the ureters; perhaps there may be 
indications of hydronephrosis. However, if no abnor- 
malities are demonstrable by these methods, re- 
course may be had to the theory of Schreiber re- 
garding irritative conditions of the intrinsic nerves 
and ganglia of the ureteral wall caused by adjacent 
infective conditions. 
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Treatment consists in the use of anti-spasmodics, 
the eradication of local or focal infection, or, when 
narrowing of the ureteral lumen is sufficiently pro- 
nounced, patient and persistent periodic ureteral 
dilatations. The patient should be discharged from 
military service or given some light type of duty. 

From his studies the author concludes that ureteral 
disorders in the male are far more common than 
realized, and should be suspected in any patient 
who complains of a combination of renal and ureteral 
pain in any of its referred forms, or of disturbances 
of urination, particularly frequency and urgency 
dependent upon such pain as the bladder fills. 

Joun W. Brennan, M.D. 


Huggins, C., and Scott, W. W.: Cutaneous Urete- 
rostomy with Contralateral Ureteral Ligation. 
J. Urol., Balt., 1945, 53: 325. 


The purpose of this article is to present the merits 
of cutaneous ureterostomy for those cases in which 
ureteroenterostomy has been considered unwise, and 
to present improvements in actual technique as well 
as in the aftercare of the ureterostomy. 

The ureterostomy itself is done on one side only, 
the other ureter being tied off and cut; in case that 
both ureters are diseased, the better of the two is 
used for the ureterostomy. Approach to the ureter is 
obtained through the lateral margin of the sheath of 
the rectus abdominis muscle, the ureter being 
brought out through the skin at the level of the 
anterior iliac spine. Approximately 18 cm. of the 
ureter are used and implanted without tension or 
angulation. In all cases’an inlying catheter is used 
to avoid stricture, the type finally selected being the 
5 c.c. Foley balloon catheter, No. 16F. The catheter 
is inserted into the renal pelvis and the balloon dis- 
tended with from 3 to 5 c.c. of water. Slight trac- 
tion on the catheter and the application of a single 
piece of adhesive tape 1 inch below the rosette of the 
ureterostomy is sufficient for leak-free retention 
(Fig. 1). 

There are appended 9g case histories of patients on 
8 of whom the operation here described was per- 
formed as a prelude to extirpation of the bladder in 
combination with, in some cases, extirpation of the 
prostate and seminal vesicles. In 7 of the 8 this was 
done for some form of cancer of the bladder and was, 
of course, followed by irradiation. The remaining 
patient of this group of 8 males had his bladder re- 
moved because it was found to be incarcerated in a 
huge inguinal hernia and could not be replaced suc- 
cessfully. The remaining patient was a woman with 
a cervical cancer which had extended over onto the 
bladder. In her case the ureterostomy was per- 
formed as usual but no attempt was made to remove 
the tumor. 

Among these 9 patients there were no operative 
deaths. Eight of them are alive and in good general 
condition from two to twenty-three months after 
operation (the average period being over eleven 
months); they have been free from “catheter trou- 
ble,” such as leakage, odor, and harness; the tied-off 
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ureter has given no trouble in these 9 patients 
although in most instances the urine from the 
ligated ureter was already infected. 

Joun W. BRENNAN, M.D, 


BLADDER, URETHRA, AND PENIS 


Price, P. B.: Experience with Calculus of the Blad. 
der in North China. Arch. Surg., 1945, 50: 82. 


Calculus of the bladder is endemic in Shantung 
Province in Northern China. The incidence of stone 
in that locality suggests a dietary factor in the patho. 
genesis. During a five-year period, 126 patients with 
vesical calculi were studied. There were only ; 
females in the series, and 74 per cent of the patients 
were between five and fifteen years of age. Intra. 
vesical obstruction was found in only 4 per cent of 
the patients. The average duration of symptoms 
was five years at the time of hospital admission, and 
many patients were in advanced stages of the dis- 
ease. In 30 per cent the stone or stones could be 
palpated per rectum. X-ray examination was found 
to provide accurate information as to the number, 
size, position, and structure of the stones. 

The method of treatment employed was (a) ac- 
curate diagnosis and appraisal of the condition of 
the entire urinary tract as well as of the body asa 
whole; (b) unhurried preoperative treatment which 
aimed at decreasing the intravesical infection, im- 
proving renal function, and bettering the general 
condition of the patient; (c) suprapubic lithotomy 
without contamination of the wound; (d) anatomic 
closure of the bladder without suprapubic drainage; 
(e) continuous drainage of the bladder for four or 
five days by means of a urethral catheter; and (f) 
attempts during the postoperative period to bring 
the patient and his urinary tract back as nearly as 
possible to normal. 

The results of treatment were satisfactory. Many 
patients had an uncomplicated convalescence with 
primary healing of the suprapubic incision. The 
operative mortality for the entire series was 1.6 per 
cent. No recurrences were observed. 

W. Scott, M.D. 


Wayman, T. B., and Marting, E. C.: A New Method 
of Treatment of Infiltrating Carcinoma of the 
Bladder. Texas J. M., 1945, 40: 463. 


The majority of urologists believe that cancer of 
the bladder cannot be eradicated by radiation ther- 
apy and that this treatment is indicated only asa 
palliative measure or to control hemorrhage. Blad- 
der-tumor regression resulting from radium or its 
emanation has been observed with such regularity 
as to demonstrate its potential value. Interstitial 
irradiation of bladder tumors in some hands has led 
to five-year cures in as high as 25 per cent of the 
cases. Transurethral or transvesical implantation 
of radon or radium may be employed. Transvesical 
implantation has serious drawbacks. The bladder 
is open and good visualization of the tumor is not 
easy. The depth of infiltration of the bladder wall is 
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dificult to determine and implantation of the nee- 
dles may not be adequate. The bladder is collapsed 
to permit radiation of the normal bladder mucosa. 

A new method of interstitial radiation for bladder 
tumors is described by the authors. Under spinal 
anesthesia a careful bimanual examination is under- 
taken to determine the site of the tumor. Previous 
cystoscopic evidence is also at hand. If the tumor 
can be palpated per rectum or vaginam a transvagi- 
nal or perineal extravesical approach to the tumor is 
undertaken. If the tumor is above the trigone the 
bladder is approached suprapubically but is not 
opened. By means of a balloon in the bladder which 
can be filled or emptied to assist in mobilization of 
the bladder, adequate exposure of the site of the 
tumor is made possible.. Whatever the approach, 
radium needles are inserted into the tumor approxi- 
mately 1 cm. apart and the strings attached to the 
needles are led out of the incision. A urethral cath- 
eter is placed to drain the bladder in such a fashion 
that the bladder is always partially filled to prevent 
irradiation of the normal bladder. The other tissues 
are protected by vaseline gauze packs inserted at the 
time of operation. The duration of irradiation is de- 
termined by the size of the tumor and the number of 
milligrams of radium used. The total dose is usually 
from 10 to 15 threshold erythema doses. Removal of 
the gauze packs and radium needles is accomplished 
without difficulty. 

This method has been used in 6 cases, in 2 with the 
vaginal, and in 4 with the suprapubic approach. No 
statement is made by the authors to indicate what 
results were obtained in these 6 cases, but they offer 
abundant theoretical proof of the efficacy of their 
method. W. Scott, M.D 


GENITAL ORGANS 


De la Pena, A., and Dela Pena, E.: Tuberculosis of 
the Prostate. Brit. J. Urol., 1944, 16: 125. 


The location of the prostate gland between the 
lower urinary tract, the genital tract, and the rectum 
explain the frequency of the involvement of the 
prostate by tuberculosis. Tuberculosis of the pros- 
tate without involvement of other portions of the 
genitourinary tract, so called “‘primary tuberculosis 
of the prostate,”’ is extremely rare. It is generally 
agreed that tuberculosis of the prostate is always 
secondary to a tuberculous focus elsewhere in the 
body. The prostate is commonly involved via the 
blood stream and the urethra, the latter being 
the commonest route. When both epididymes and the 
prostate are involved it is probable that the prostate 
was infected by extension via the vas deferens from a 
previous blood-borne tuberculous epididymitis. Path- 
ologically, tuberculosis of the prostate may take the 
form of multiple small tubercles or that of large 
cavities which tend toward total necrosis of the gland 
with calcification or formation of a “total cavity” 
or “forebladder.”” Diagnosis is usually based upon 
the clinical history, and rectal and x-ray examina- 
tion. 


Eight cases of tuberculosis of the prostate gland, 
in 7 of which there was a coexisting renal tuberculosis, 
are presented. In only 1 case was there no sign of 
urinary tuberculosis. This patient had had a pul- 
monary and genital tuberculosis which had appar- 
ently healed. The prostate gland was completely 
calcified when the patient was examined. Total 
destruction of the prostate (“forebladder’”’) is always 
the result of renal tuberculosis. Removal of the 
renal focus usually results in the healing of the pros- 
tatic process. So-called ‘“‘forebladder’’ results in in- 
continence of urine which may disappear spontane- 
ously or may require surgical treatment (Lowsley’s 
perineal plication). Hematogenous invasion of the 
prostate without involvement of the urinary tract 
may have a benign course, although there is always 
the possibility of tuberculous meningitis as a result 
of sexual excess. 

Diagnosis is readily made by means of cysto- 
urethrograms. Treatment of tuberculosis of the 
prostate should consist of eradication of other foci— 
especially an infected kidney—and general measures 
(the administration of calcium, vitamins), together 
with vaccines and the intravenous administration of 
copper-urea compounds. 

Donatp F. McDonatp, M.D. 


Vermooten, V.: Testicular Tumors. Arch. Surg., 1945, 
50: 63. 

A statistical analysis of a series of 62 testicular 
tumors seen during a two-year period in an army 
hospital is reported. Whereas the incidence of testic- 
ular tumors is about 2 per cent of all malignant tu- 
mors occurring in males in civil life, the incidence 
was 7.2 per cent of all malignant neoplasms occurring 
in white enlisted personnel of the United States 
Army in 1941. This appreciably greater incidence 
is probably related to the age of the personnel and 
their participation in athletics and shower baths 
which serve to call attention to changes in the scrotal 
contents and to regular physical examinations. In 
35 of the 62 tumors early treatment might have been 
considerably delayed had it not been for the routine 
of army life and the regular physical examinations. 
For only 16 tumors was there a history of recent or 
remote trauma. In only 3 cases was there a history 
of imperfect descent of the testis, one of which was 
intra-abdominal. The diagnosis, which was made 
by the medical officer making the original examina- 
tion, was wrong in 27 of 62 tumors; the most fre- 
quent diagnosis was epididymitis, orchitis, or epi- 
didymo-orchitis. Despite these incorrect diagnoses 
all patients with 1 exception were operated upon 
within four months from the time of the first exam- 
ination. 

Of the 62 tumors, 11 proved to be benign. Of 51 
cases of malignant tumor only 15 showed evidence of 
metastases when the patient was first hospitalized. 
Treatment consisted of high ligation of the sper- 
matic cord followed by orchectomy. Preoperative 
irradiation is not advisable because histological 
examination of the irradiated tumor may be unsatis- 
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factory. Postoperative high-voltage x-ray therapy 
was employed in those cases in which the tumor was 
found to be malignant. Radical excision of abdom- 
inal lymph nodes was not performed. Exploratory 
operations when there is a reasonable suspicion of 
testicular tumor are not recommended because of 
the likelihood of spreading of the tumor. 

Of the 51 patients having malignant testicular 
tumors, 36 are alive without evidence of metastases, 
6 are living with metastases, and 11 are dead. Of 
those living without metastases, 16 have been well 
from twelve to twenty-five months following opera- 
tion. The low incidence of metastasis in this series 
must be attributed to early diagnosis and treatment. 

W. Scott, M.D. 


MISCELLANEOUS 


Hundley, J. M. Jr., and Diehl, W. K.: The Influence 
of Gynecologic Disorders on the Urinary Sys- 
tem. J. Am. M. Ass., 1945, 127: 572. 


One of the most important factors in the produc- 
tion of urinary-tract changes is due to pressure ex- 
erted by pathological processes arising in the female 
pelvis. The authors have given a brief summary of 
previous findings on the physiological and patholog- 
ical changes in the urinary tract during pregnancy 
and also have shown what effects estrogens and 
progestogens exert on the ureteral activity. 

The second factor discussed was the pathology of 
the urinary tract as a result of parturition. Here 
were considered relaxations of the pelvic floor, with 
special reference to the cystocele and the frequently 
associated cystitis. It was also shown that uterine 
prolapse may be an etiological factor in the produc- 
tion of dilatation of the ureter. A method for the 
repair of large vesicovaginal fistulas is presented, in 
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which the surrounding vaginal mucosa is used to 
cover the defect. Stress incontinence is of frequent 
occurrence. It is seen in the postmenopausal woman 
with regressive changes occurring in the bladder and 
trigone because of absence of estrogenic stimulation, 
Trigonitis is frequently associated with these regres- 
sive changes and is usually alleviated by the topical 
application of silver nitrate solution (from 2 to 3 
per cent) through the Kelly cystoscope. Stress in- 
continence is also seen as a result of obstetric trauma 
when there is an associated relaxation and stretching 
of the fascial supports. The operation devised by 
Howard A. Kelly is of distinct value, and its success 
is dependent on the proper buttressing of the vesical 
neck. Fistulas are of infrequent occurrence, the 
greatest number resulting from operative accidents 
and from irradiation of cervical carcinoma. Vesico- 
vaginal fistulas due to childbirth have been rarely 
seen by the authors. 

The authors next discussed pelvic infections as 
they influence the urinary system. There is no doubt 
that chronic disease of the adnexa, with or without 
masses, causes pressure on the ureter and by inflam- 
matory invasion produces stricture of the ureter. 
The work of Schreiber on ureteral stricture showed 
that adnexal disease was one of the most frequent 
etiological factors in its production. In order to de- 
termine what role cervical infections played in the 
production of bladder disease, the authors selected 
5° women with varying degrees of endocervicitis, 
the majority having no urinary complaints. Cyst- 
oscopy was carried out, and from the accumulated 
data the authors arrived at the opinion that endo- 
cervicitis plays a very unimportant role in the pro- 
duction of bladder infections. If lymphatic migra- 
tion is of such common occurrence, why does not car- 
cinoma of the cervix metastasize more frequently to 


Fig. 1, Left. Vesicovaginal fistula, showing position of the incision. 
Fig. 2, Right. Undercut vaginal flap, remaining attached at edge of fistula, united 
by imbrication sutures. 
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Fig. 3, Left. Closure of vaginal flap nearly completed in vertical line. 
Fig. 4, Right. Closure of vaginal mucosa in horizontal plane. 


the bladder? Cystoscopy of 413 patients with car- 
cinoma of the cervix disclosed bladder involvement 
in only 54, an incidence of 13.1 per cent. 

An interesting invasive lesion of the bladder from 
a gynecologic focus was reviewed, namely endome- 
triosis. This lesion is of common occurrence, and 
when hematuria occurs at the time of menstruation 
a diagnosis can be readily made. The development 
and maintenance of this ectopic endometrium is de- 
pendent on ovarian activity. When there is wide- 
spread involvement of the intestine, rectovaginal 
septum, or bladder, oophorectomy may be the pro- 
cedure of choice, as it will avoid a difficult and often 
hazardous operation. CHares Baron, M.D. 


Wattenberg, C. A., and Rose, D. K.: Side Effects 
Caused by Diethylstilbestrol and Correlated 
with Cancer of the Prostate Gland. J. Urol., 
Balt., 1945, 53: 135- 


During the past few years experiments concerning 
the influence of estrogenic hormones on various male 
animals have revealed some interesting histological 
changes. 

In the authors’ study, a section was made from the 
urethral mucosa before any treatment with diethyl- 
stilbestrol was given. The biopsy specimen was 
taken from a male seventy years of age who had car- 
cinoma of the prostate gland. The mucosa was only 
a few cells in thickness and had a thin basement 
membrane. 

_ The breast changes due to diethylstilbestrol dur- 
ing the treatment of cancer of the prostate gland re- 
cently have been reported by Moore in collaboration 
with the authors. In this study it was found that 
after the patient had been treated with diethylstil- 
bestrol, the breast grossly became enlarged and often 
painful. The tissue removed from these breasts be- 


fore treatment with diethylstilbestrol shows a small 
amount of interstitial tissue, an occasional duct in 
the thin fibrous stroma, and a few small blood ves- 
sels. The epithelial cells are, for the most part, of a 
single layer. No definite acini are seen. 

As the patient was treated with diethylstilbestrol, 
periodic sections were taken, which showed a pro- 
gressive proliferation of the duct epithelium. The 
cells of the ducts increased in their thickness, the 
ducts became elongated, and budding was present. 
There was considerable edema of all the tissues, and 
an increase in the connective tissue with an increase 
in vascularity. The duct cells often were multiplied 
to such an extent as to occlude the lumen: 

The edema which often occurs during the giving of 
an estrogen is a troublesome side effect during the 
treatment for carcinoma of the prostate gland. Very 
often, edema of the lower extremities occurs first and 
can be either unilateral or bilateral. It also can occur 
in the scrotum and penis. In 1 patient some fluid de- 
veloped in the peritoneal cavity and disappeared 
when the estrogen was stopped. When the edema 
occurs the patient often stops taking diethylstil- 
bestrol completely or the dosage has to be reduced, 
even though it no longer has the maximum thera- 
peutic effect. The authors have had some patients 
in whom ankle edema developed while they received 
only % mgm. of diethylstilbestrol every other day, 
while others did not have it while taking 5.0 mgm. 
each day. Therefore, the presence of edema or the 
absence of edema is no index to the benefit the 
patient is receiving from this treatment of the 
prostatic cancer. 

Another side effect is manifest in the testes. The 
testes secrete an androgenic hormone. When diethy!l- 
stilbestrol or an estrogen is given to a patient it is 
thought that it neutralizes the androgen substance. 
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This in turn reduces the stimulation to the prostatic 
cancer. The seminiferous tubules from the testis, or 
any normal testis, have a thin fibrous basement 
membrane. The many tubules are filled with sper- 
matozoa, and spermatogenesis is complete. 

The basement membrane can become thickened 
with fibrous tissue. Often a rapid and advanced de- 
gree of atrophy of the testes can take place, but this 
does not always occur. At times the vascularity in- 
creases, along with edema and an increase in fibrous 
tissue, both in the interstitial tissue and of the 
seminiferous tubules. Arrest of spermatogenesis 
nearly always is complete or almost complete. 

The appendix testes, which are embryological 
remnants of the muellerian ducts, also show a change. 
When the patient is given diethylstilbestrol, or 
another estrogen, the appendix testis undergoes 
hypertrophy. Often the appendix testes of a patient 
with cancer of the prostate are very small. Following 
the giving of an estrogen, they become edematous 
and hypertrophied of their elements, with an in- 
crease in vascularity and fibrous tissue. 

The change that the prostate cancer undergoes 
when the patient is given diethylstilbestrol has been 
described by Schenken and his coworkers, by Heckel 
with Kretschmer, and others. The prostate cancer 
before treatment with diethylstilbestrol shows most 
of its cells arranged in acini. The cell cytoplasm is 
foamy, and the nuclei, located in the central portion 
of the cell, are large, round, and contain rounded 
vacuoles. After the patient has taken diethylstilbes- 
trol, the cytoplasm regresses, and the nuclei are 
smaller, irregular, and pyknotic, and are without 
definite arrangement. In some areas there are no 
nuclei and only cell remnants are seen. 

All these side effects which have been described 
offer no index by which we may determine the in- 
fluence that estrogens have on the prostatic cancer. 
The prostatic tumor may continue to metastasize 
although the tumor itself regresses, or it may in- 
crease in size even though the patient is on diethyl- 
stilbestrol or has had an orchectomy, or both. 

Joun A. Loer, M.D. 


Bell, H. J.: Gonorrhea in Italy. J. R. Army M. Corps, 
1945, 84: 21. 

This article describes the unusually severe type of 
gonorrhea encountered among British troops in 
Italy. 

Evidence is produced to show that the disease was 
resistant to sulfonamides to a degree hitherto un- 
known. 

Comment is made regarding this resistance, the 
possibility of hypervirulence, and the opinions of 
Italian medical men on these subjects. 

Joun A, Loer, M.D. 


Gorenberg, H., and Shulman, P.: Sulfonamide 
Therapy in Gonorrhea; Results in 210 Cases. 
U.S. Nav. M. Bull., 1945, 44: 596. 


The authors report on 210 cases of gonorrhea, 
representing 173 white patients and 37 negroes who 
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were treated with sulfathiazole and sulfadiazine. 
The total dosages ranged from 35 to 50 gm. One 
hundred and thirty patients were treated on a regi- 
men of 2 gm. four times a day for the first day, fol- 
lowed by 1 gm. four times a day on succeeding days; 
the remaining 80 patients received 1 gm. four timesa 
day from the onset, and the latter method is now 
accepted as standard. The length of treatment was 
from seven to ten days. The patients were placed ona 
venereal restricted list and observed for two or three 
weeks following their course of therapy. The criterion 
of cure was absence of, or a negative, urethral dis- 
charge after three weeks. 

Of the 173 white patients, 131 were hospitalized 
for treatment and of these, 84 (64 per cent) were ap- 
parently cured; the remaining 42 were treated while 
on duty status and of these only 11 (26 per cent) 
responded to treatment. Of the 37 negroes, 17 were 
treated in the hospital and all recovered, a cure rate 
of 100 per cent. Twenty colored patients received 
ambulatory treatment with an apparent cure in 15 
instances (75 per cent). 

From the experiences cited the authors conclude 
that the sulfonamide therapy has been unsatisfac- 
tory; however, the negro responded so well that con- 
tinuation of treatment with sulfathiazole in this type 
of patient is considered warranted. In the case of 
sulfadiazine, on the other hand, the response was so 
poor (22 per cent of the white men responding and 
62.5 per cent of the negroes apparently cured) that 
the use of this drug has been discontinued even in the 
colored patients, and is no longer resorted to even for 
follow-up treatment in the cases with an unsuccess- 
ful course of sulfathiazole (41 patients with 26.8 per 
cent apparently cured). Joun W. BRENNAN, M.D. 


Satulsky, E. M.: Management of Chancroid in a 
Tropical Theater; Report of 1,555 Cases. J 
Am. M. Ass., 1945, 127: 259. 


Chancroid is an acute, inflammatory, destructive 
ulcer characterized by very slight induration, and 
pain on palpation. Venereal inoculation with the 
hemophilus ducreyi is the cause of the disease, 
which, though usually localized to the genitalia, may 
occur elsewhere by autoinoculation. The -hemophi- 
lus ducreyi is the small nonmotile, nonsporulating, 
nonacid-fast gram-negative bacillus which is found 
in the purulent discharge from the surface of the 
lesion. The typical appearance is that of short rods 
arranged in parallel pairs, groups, or chains, or in 
the “school of fish” arrangement. 

The venereal disease rate in the last war was 86.6 
per 1,000, or 10.2 per cent of all hospital admissions. 
Chancroid comprised 11 per cent of the more com- 
mon venereal diseases. In recent months the venere- 
al infection rate in the Army has been below peace- 
time levels, and less than half that of World War I. 
Among troops stationed in the United States, chan- 
croid comprises about 6 per cent of all cases of 
venereal disease. 

The report deals with 1,555 patients in whom the 
diagnosis of chancroid was made. The average incu- 
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bation period was from three to ten days after 
sexual exposure. The initial lesion was a small red 
macule which became papular, pustular, and finally 
sulcerative. Multiple lesions were about four time 
as common as single lesions. Only 62 of the cases 
were in colored soldiers. Clinically the lesions were 
ragged, irregular, slightly indurated ulcers, covered 
with a yellow-gray purulent pellicle which could be 
wiped away, revealing a necrotic granular base 
which bled easily. A reddened inflammatory areola 
was usually present. The ulcers spread by extension 
and coalescence, and were observed to be inoculable 
and autoinoculable. Inguinal lymphadenopathy was 
observed in 56 per cent of the cases. Usually the 
nodes were firm, elastic, and movable, but in some 
cases they were matted together and fluctuant. The 
diagnosis of chancroid was made on clinical grounds 
alone after laboratory tests for syphilis (dark field) 
and lymphogranuloma (Frei skin test) were found 
negative. Cultures and immunological and differen- 
tial staining techniques were not employed for diag- 
nosis. 

Treatment consisted of local, or systemic and local 
administration of sulfonamides. When given locally, 
the lesion was cleansed with soap and water twice 
daily, dusted with powdered sulfanilamide, and 
bandaged loosely until the lesion healed. In patients 
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with phimosis and underlying ulcerative lesions, irri- 
gations were given twice daily with 1 to 5,000 potas- 
sium permanganate solution. After adequate trial of 
therapy, it was necessary to make a dorsal slit in 6 
patients with severe phimosis, which interfered with 
drainage and therapy. When suppurative inguinal 
glands were present, they were aspirated through a 
sterile cannula and injected with from 1.0 to 1.5 ml. 
of 7 per cent tincture of iodine, and bandaged tight- 
ly. In from five to seven days the area was healed 
without sequelae. 

Oral systemic therapy consisted of sulfathiazole, 
1 gm. four times daily for five days, followed by o.5 
gm. four times daily for ten days. Sulfanilamide 
was also used, as was sulfadiazine, but the best re- 
sults and fewer toxic reactions were obtained with 
sulfathiazole. All lesions healed without surgical 
intervention and patients were discharged to full 
duty when the lesions were completely epithelized. 
The average hospitalization period was eleven and 
two-tenths days. From three to five days after dis- 
charge from the hospital, 55 patients developed 
recurrence of their penile lesions. In 18 of these, 
dark-field examinations were positive. The remain- 
ing cases of chancroid responded satisfactorily to 
further local and systemic sulfonamide therapy. 

Donatp F. McDonatp, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Cooper, C. E.: Epicondylitis of the Humerus. U.S. 
Nav. M. Bull., 1945, 44: 501. 


Epicondylitis is a painful, persistent affection of 
the periosteum and tendinous attachment of the 
external, lateral, or internal (median) humeral] 
epicondyle. Its pathogenesis is obscure and the 
condition tends to eventual recovery. The condition 
affects the external epicondyle ten or twelve times as 
frequently as it does the internal. The reason for 
this may be that the external epicondyle is more 
often exposed to injury than is the internal one. In 
a very few instances both condyles may be affected 
simultaneously, usually following a crushing injury. 

Two cases illustrating the typical findings in exter- 
nal epicondylitis are presented. 

The two most characteristic signs of external epi- 
condylitis are tenderness over the external epicon- 
dyle and pain on dorsiflexion of the wrist against 
resistance. 

The two characteristic signs of internal epicondyli- 
tis are tenderness over the medial epicondyle and 
pain on palmar flexion of the wrist against resistance. 

Treatment is carried out while the patient con- 
tinues his work. X-ray therapy is probably the 
treatment of choice, with operation reserved for the 
resistant cases. 

X-ray therapy administered in four doses of about 
150 roentgens each at four-day intervals is effective 
in a fairly high percentage of cases. However, it is 
sometimes followed by a temporary intensification 
of the symptoms, and its effect cannot be appreciated 
until several weeks have passed. In one of the cases 
reported here it was used with excellent results; it is 
regarded as the treatment of choice. 

Operation consists of careful search for a radio- 
humeral bursa, arthrotomy of the radiohumeral 
joint, with removal of the hypertrophied synovial 
fringe if one is present, and stripping of the tendon 
from the epicondyle, which is then cauterized. No 
attempt is made to suture the tendon back in place. 
The wound is closed and the elbow is dressed with a 
compression dressing. 

Rosert P. Montcomery, M.D. 


Weens, H. S.: Calcification of the Intervertebral 
Discs in Childhood. J. Pediat., S. Louis, 1945, 
26: 178. 

The etiological factors and clinical significance of 
calcification of intervertebral discs in adults have 
been the subject of controversy. Intervertebral discs 
consist of three parts: the nucleus pulposus, annulus 
fibrosus, and cartilage plates. Calcification of inter- 
vertebral discs in adults may cause vague complaints 
or may occur with complete absence of clinical 
symptoms. 


The author reported the case of a five-year-old 
girl who developed a sudden attack of severe pain in 
the back of the neck, associated with hyperextension 
of the cervical spine, kyphosis of the thoracic spine, 
and marked limitation of motion of the head and 
neck. The acute episode was preceded by slight 
aching in the back of the neck for two months. The 
previous history revealed frequent attacks of ton- 
sillitis, otitis media, and ascariasis. Slight fever and 
leucocytosis with eosinophilia were noted. The x-ray 
examination revealed a dense calcification involving 
the nucleus pulposus and the anterior portion of the 
annulus fibrosus of the sixth cervical disc. This cal- 
cification had been present for at least seven months, 
as demonstrated on a previous chest roentgenogram. 
Without treatment complete recovery followed with- 
in twelve days. X-ray examination after this inter- 
val revealed striking decrease in the size of the 
calcification, which remained as a minute deposit in 
the region of the annulus fibrosus. A re-examination 
after four months showed complete disappearance of 
the calcification. 

Five additional instances of calcification of inter- 
vertebral discs involving the nucleus pulposus in 
children were reviewed from the literature. All cases 
were characterized by an acute episode of pain in the 
region of the involved segment of the spine, limita- 
tion of motion, and spinal deformity. A study of 
these cases suggests certain differences between cal- 
cification of intervertebral discs in childhood and in 
adult life. 

1. Involvement of the cervical spine was noted in 
4 of 6 cases of calcification of intervertebral discs 
occurring in childhood. Calcification of the nucleus 
pulposus in adult life is localized predominately in 
the thoracic and lumbar vertebrae. 

2. Rapid change in the size of calcification or 
complete absorption was noted in 5 of the 6 children. 
Calcification of the nucleus pulposus in adult life is, 
as a rule, a stationary process. 

3. Striking clinical symptoms were noted in the 
cases described in childhood, whereas the condition 
is probably of little clinical significance in adult life. 

The demonstration of a blood supply to the inter- 
vertebral discs in childhood suggests that calcifica- 
tion may be the result of a metastatic infectious 
process involving the discs. 

ERNEST E. ARNHEIM, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hermann, O. J.: The McMurray Osteotomy for 
Nonunited Hip Fractures. N. England J. M., 
1945, 232: 186. 


The McMurray osteotomy is a bifurcation opera- 


tion based on the suggestion of Lorenz in which the 
shaft of the femur is transferred directly under the 
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lower margin of the acetabulum and head of the 
femur. The chief purpose of this operation is to 
change a shearing force into a direct one. 

Since the publication of a previous report in 
September, 1941, 11 more such reconstructions have 
been done at the Boston City Hospital by various 
surgeons. Two modifications in the technique were 
added. First, to place the osteotomy line more ac- 
curately, a Kirschner wire is inserted in the proposed 
osteotomy line and its position is checked by x-rays, 
the wire then being used as a guide in doing the 
actual osteotomy. Second, in several cases the 
Blount blade plate has been used as a means of 
internal fixation after the osteotomy has been done. 
The first modification served to place the osteotomy 
much more accurately than the ordinary touch 
method, and the second was a definite improvement 
in that it was possible to do away with the prolonged 
plaster-of-Paris spica fixation and bed confinement, 
and it also prevented the cut end of the distal 
femoral shaft from slipping or sliding out. 

Five of the 8 cases reported in 1941 have been re- 
examined. In all of them the 1941 end-results had 
been deemed successful. Two patients have de- 
veloped considerable pain, have lost some of their 
local range of hip motion, and show an increase in 
shortening because of some change in position of the 
distal femoral shaft due to lack of true bony union. 
Thus, the 1941 rating of the McMurray osteotomy 
has had to be revised downward. 

Of the last 11 patients treated, 2 died soon after 
the operation, one of them three days afterward from 
cerebral thrombosis, and the other within twenty- 
four hours from cardiac failure. 

Those who come to a good clinical end-result fol- 
lowing this method (one can expect about 80 per 
cent to do so) walk with a slight limp because of the 
resultant shortening of from 2 to 3 cm. They do 
their daily amount of routine walking and go up and 
down stairs without pain but with a cane. Some have 
moderate pain at the end of a day after an extra long 
walk. They can sit and lie with comfort, although in 
some cases there is a feeling of local stiffness on 
getting up after a protracted sitting, which, however, 
passes off on moving about. As a rule they can put 
on their shoe and stocking on the affected leg because 
they can flex the hip, cross the knees, and adduct and 
externally rotate the leg. It is true that the crossing 
of the legs is often done with some difficulty, but 
there is no pain. The patients can brace themselves 
on their legs quite well because of the presence of an 
abduction averaging between 25 and 35 degrees. 
From a local anatomic standpoint the picture is not 
encouraging, and all that can be said is that the 
former shearing force of the femur has been trans- 
posed into a direct force that eliminates pain and 
gives sufficient stability and mobility at the hip joint 
to enable the patient to go about in a good degree of 
functioning comfort with the aid of a cane. 

_ The several cases in which the Blount blade plate 
internal fixation was used following the osteotomy 
furnished additional data. The technical part of the 


fixation could be made much simpler and the plate 
made to conform more accurately to the angular 
shape needed if a two-piece combination, such as the 
Thornton plate together with the Smith-Petersen 
nail, was used. This fixation does away with post- 
operative spica fixation and thereby allows much 
earlier mobility of the various joints involved in the 
spica fixation, and, of course, much earlier applica- 
tion of local physical therapy. It shortens the period 
of confinement to bed by from five to eleven weeks. 
The final advantage of this fixation is that it pre- 
vents the slipping or sliding of the transposed 
femoral shaft from its moorings. 

The McMurray osteotomy is not so simple and 
nonshock-producing as originally thought. 

The cases chosen for the operation should be se- 
lected carefully from a local and general standpoint. 
There must be a fairly viable head and some femoral 
neck, and the patient must be a good surgical risk. 

The patients should receive definite well guided 
preoperative and postoperative physical therapy and 
general supportive medication and nutrition as out- 
lined by the medical consultant. As the post- 
operative period goes into the third year or more, 
there may be a return of hip pain, because of local 
changes in position or bony changes. A good end- 
result by this method gives a painlessly functioning 
hip, which enables the patient to sit, walk, and dress 
with comfort. This means a great deal to the patient 
who previous to the operation was having persistent 
local hip pain and was confined to a bed or wheel 
chair, or compelled to use crutches. The McMurray 
operation for the reconstruction of painful nonunited 
hips, although apparently more generally adaptable 
than other methods, of easier execution, and proba- 
bly giving a higher percentage of painlessly function- 
ing hips, should not be universally used in such cases. 
Now, as always, the surgeon experienced in such 
procedures will choose the one he considers best 
adapted to the case in hand. 

Rosert P. Montcomery, M.D, 


FRACTURES AND DISLOCATIONS 


Bentley, F. H., Thomson, S., Bingham, A. K., Key, 
J. A., and Wostenholm, M. H.: Treatment of 
Compound Fractures by Early Wound Suture 
and Penicillin. Lancet, Lond., 1945, 248: 232. 


The arguments that commend early repair of a 
flesh wound apply with even greater force to early 
conversion of an open fracture into a closed one. 

The results of this procedure were as satisfactory 
as those in uncomplicated flesh wounds, and this re- 
port describes the first 62 cases treated. All of the 
patients received penicillin locally into the wound. 
Later in the series, as more penicillin was available, 
some received a parenteral course as well, although 
without obvious difference in the result. Of the 62 
fractures treated, 58 presented primary healing of 
the soft tissues, and 2 healed after removal of a 
foreign body; all of these 60 proceeded to normal 
bone union. Two resulted in failure. 
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Casualties usually arrived at the hospital about 
the third or fourth day after wounding. Next day 
the wound was examined in the operating theater, 
and sutured if practicable. 

The time of wound suture varied from the third 
to the twentieth day, the average being the sixth 
day. The skin of the limb was cleansed and the 
wound was then explored with the finger. Any deep 
track was fully opened up to reveal the extent of the 
problem and in order that penicillin solution might 
subsequently reach all parts of the wound. 

Early in the series it was learned that it is im- 
portant to remove a metallic foreign body lying in 
relation to the fracture; thereafter such bodies were 
always carefully localized before operation and 
removed. 

Suitable lengths of fine rubber tubing (4 mm. in 
diameter) for subsequent instillation of penicillin 
solution (penicillin tubes) were introduced through 
stab incisions made at least 1 inch from the wound 
margins. Usually two tubes were introduced, one 
on each side of the fracture. They led down to the 
region of the hematoma surrounding the fracture 
without touching the bone. There is always a po- 
tential cavity around a comminuted fracture, and 
one tube at least was placed so that it would act 
equally well as a drain through which the cavity 
could be aspirated before each instillation of peni- 
cillin in the ward. This detail is important. 

The skin was closed with interrupted silkworm- 
gut stitches. No deep sutures were used. When 
there was difficulty in closing a wound the answer 
was either to rotate a flap of skin and fat to complete 
the suture—a very useful maneuver—or if the gap 
was floored by muscle, to apply an immediate graft 
to the open area. This method of obtaining a com- 
plete closure was often employed and always suc- 
cessful. The authors wish to emphasize the impor- 
tance of obtaining a complete skin closure at the 
repair operation if subsequent infection is to be 
avoided. 

In cases of fracture of the extremities a dry dress- 
ing was secured to the limb and plaster fixation 
applied in routine manner, the rubber tubes pro- 
truding for 3 inches through the plaster. The tubes 
did not interfere with manipulation of the fracture 
as the plaster was being applied. When the cast 
was set, the tubes were secured to it with a stitch 
and penicillin solution instilled down each one. They 
were then kinked over a sterile swab laid on the cast, 
covered by another swab, and the whole fastened 
down with a light cotton bandage. 

Aspiration followed by the instillation of a solu- 
tion of sodium penicillin was performed through the 
tubes morning and evening for the next five days. 
On the sixth day the tubes were freed from the cast 
and withdrawn, the small holes in the plaster being 
sealed with a plaster bandage. Usually the cast was 
not changed for three weeks, when the skin sutures 
were removed and a second plaster was applied. 
The series so treated represented about 70 per cent 
of all compound fractures admitted to the hospital. 
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Five cubic centimeters of sodium-penicillin soly. 
tion (500 units per c.c.) were introduced through 
each tube at the end of the operation, and 3 c.c. per 
tube twice daily for a further five days. Since most 
cases had two tubes, this amounted to 6 c.c. of solu- 
tion twice daily into the fracture region, with a total 
dose of 35,000 units of penicillin. This proved 
sufficient to ensure sterilization of the injured bone 
and soft parts with consequent primary healing, 
When parenteral penicillin was given in addition it 
was continued for four days (480,000 units). 

It is reasonable to think that the instillation at 
twelve-hourly intervals of solutions of penicillin con- 
taining 500 units per cubic centimeter will maintain 
a higher local concentration of penicillin than that 
produced by parenteral therapy, and therefore will 
be more effective in dealing with staphylococci that 
possess some degree of resistance. 

Parenteral administration of penicillin cannot 
sterilize avascular bone fragments and extravasated 
blood around the fracture during the first few days, 
whereas the local instillation of penicillin in suffi- 
cient strength and volume can do so. When com- 
bined with the surgical technique described, the in- 
stillation of local penicillin has proved entirely suc- 
cessful in sterilizing and effecting primary union of 
compound fracture wounds. 

The presence of a bone injury need not complicate 
the practice of repair, and uniformly good results 
may be looked for if the wound over the fracture 
can be closed. From the authors’ investigations 
they are convinced of the importance of removing a 
foreign body in relation to the fracture, of the neces- 
sity for complete skin closure, and of the value of 
local application of penicillin to the fracture region. 

Rosert P. Montcomery, M.D. 


Allen, P. D., and Gramse, A. E.: Transcondylar 
Fractures of the Humerus Treated by Dunlop 
Traction. Report of 21 Cases. Am. J. Surg., 
1945, 67: 217. 

The authors report on 21 cases of transcondylar 
fractures of the humerus treated by the Dunlop 
method. They state that in the majority of cases 
reduction can be obtained within from twelve to 
sixteen hours. 

In the case that delay in reduction is encountered, 
manipulation under anesthesia and traction is 
used. The weight for traction varies from 3 to 6 
pounds for the forearm and from 1 to 3 pounds for 
the counterweight on the arms of children. It is 
suggested that this form of traction be employed for 
from two to three weeks. 

More recently, the authors have continued trac- 
tion until almost firm bony union ensued. In the 
instances in which prolonged traction was justifiable, 
active motion was instituted early. 

The final results in the 21 cases are said to be 
excellent as to function and cosmetically pleasing. 
Many interesting x-ray studies are presented. The 
traction apparatus is also photographed. 

SamuEL L. GovERNALE, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


purns, B. H., and Young, R. H.: Compound Frac- 
tures of the Femur Treated with the Aid of 
Penicillin. Lancet, Lond., 1945, 248: 236. 

When a débridement has been done some days 
previously, the use of penicillin makes it possible to 
sew up infected and purulent wounds, and to en- 
courage active movement, not only without danger 
to the patient but with positive benefit to the limb. 

These methods were occasionally used before 
penicillin was available but now they can be used 
with greater success and safety. Formerly it was the 
danger of spreading sepsis that was feared, but now, 
with penicillin, we have the assurance that as soon 
as streptococci, staphylococci, and anaerobic bacilli 
enter the blood or lymph-stream they are destroyed. 

A possible reason for the lack of enthusiasm shown 
by some surgeons for the use of penicillin in fractures 
of the femur may be that with the exception of the 
injections they have treated their cases in the con- 
ventional manner. The skin has not been sutured 
as early as possible, nor have early movements been 
encouraged. Certainly penicillin does not have so 
dramatic an effect on local sepsis as it does on the 
prevention of its spread, but that prevention is ab- 
solute. For instance, there were no deaths, no am- 
putations, and no septicemia in the authors’ series; 
and it is noteworthy that Furlong and Clark (1944), 
who seem, on the whole, not to have been very favor- 
ably impressed by the effect of penicillin on these 
cases, also had no deaths from sepsis and no amputa- 
tions for sepsis in their series of 70 compound frac- 
tures treated with penicillin; whereas in the 70 con- 
trols there were 3 deaths and 4 amputations due to 
sepsis. 

Nearly all the patients had had some penicillin 
before arrival but the doses in transit varied within 
wide limits, both as to dosage and number of injec- 
tions. On arrival they were immediately started on 
a five-day course of 20,000 units given intramuscu- 
larly every three hours. 

Many of the patients arrived with a temperature 

of about 100° F. and pulse rate of from 100 to 110 
per minute. Ihe temperature in most of them sub- 
sided a week after suture. Sometimes the penicillin 
was omitted before the temperature had settled. 
The temperature was not thought to be a reliable 
guide, for penicillin is sometimes in itself the cause 
of pyrexia. Better evidence of the patients’ progress 
could be obtained from inspection of their local and 
general conditions, and, if they have been ill for a 
week or so, by an estimation of the hemoglobin. 
_ The suturing was not determined on bacteriolog- 
ical findings but on anatomical grounds alone. It 
was believed that only streptococci and staphylo- 
cocci would be likely to enter the blood, and they 
would there be destroyed through the action of the 
penicillin. The authors found that the penicillin- 
insensitive microbes have no tendency to give rise to 
septicemia or spreading sepsis. It is probable that 
their effect remains local and that they act largely 
as saprophytes. If the wound is sutured they have 
no pabulum and consequently die off. 
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A swab was always taken at the time of the first 
inspection. Only in 2 wounds in the 70 cases were 
the streptococcus and staphylococcus aureus found 
on culture. Many wounds, however, harbored the 
coliform bacillus and some the bacillus proteus. A 
few harbored gas organisms and 1 the pseudomonas 
pyocyanea. The streptococci and staphylococci had 
been killed by the penicillin, and any pus was due 
to gram-negative organisms and was only mildly 
noxious. 

Drainage is not desirable in these cases. It is 
probably better to include gram-negative organisms 
than, by leaving the wound open, to allow access to 
streptococci and staphylococci which will grow after 
cessation of the penicillin, particularly if a thick 
layer of granulation tissue has formed a barrier to 
systemic penicillin. With any sort of drainage there 
is the possibility of two-way traffic. Even penicillin 
tubes seem to do more harm than good as a sinus 
often developed, but, as a rule, this healed in a week 
or two. There is reason to suppose that it would not 
have occurred if the tube had not been inserted. In 
2 instances in which a penicillin tube was inserted, 
gram-positive cocci reappeared after the removal of 
the tube. 

With or without drainage, there was no instance 
of spreading sepsis. It was not necessary to open 
an abscess in any other part of the thigh than the 
original wound; in fact, only in 2 completely sutured 
cases was it necessary to reopen the wound. There 
was no cellulitis, lymphangitis, or septicemia. 

Loculation of pus did not occur in any case com- 
pletely sutured. 

Suture, or even partial suture, by obliterating the 
dead space prevents a pocket and, even when the 
wound is not sutured, movements of the knee pro- 
duce a pumping action of the quadriceps and thereby 
limit the size of the pocket by emptying it every 
time the muscle contracts. In no instance was a 
posterior counter-incision necessary, nor was it 
necessary to obtain dependent drainage by applying 
a spica and turning the patient on his face. 

Only 4 of the 48 completely sutured cases had a 
sinus at three months, while 9 of the 22 incompletely 
closed cases presented sinuses. 

Union of these compound fractures proceeds as 
quickly as or even more quickly than in closed frac- 
tures. It may be that the hyperemia caused by the 
controlled infection plays its part. 

It is extremely undesirable, and also quite un- 
necessary, to remove bone fragments unless, as 
occasionally happens, they are widely displaced. 
Even if they are stripped of periosteum, the frag- 
ments become revascularized and incorporated in 
the bone. It is remarkable how a mixture of small 
bone fragments and pieces of metal grows together 
to form a new shaft. 

In 62 cases the average time of union, judged from 
the time of discard of all splintage, was thirteen 
weeks. Weight-bearing was allowed about two 
weeks later. In-5 cases a graft to reinforce a slender 
bridge of bone will be necessary. Two cases will not 
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unite because of loss of the head and neck. There is 
simple nonunion requiring plating after the bone 
ends have been freshened. 

Since the use of penicillin these cases have been 
treated by skeletal traction with a pin through the 
tibia, and early movement of the knee. Karly move- 
ment of the knee brings about the early disappear- 
ance of edema and greatly reduces adhesions be- 
tween tissue planes and muscle and bone. 

Early movements of the knee are accompanied by 
movement at the fracture site in the early weeks. 
This has been accepted. However, it has proved to 
be no disadvantage, since it has caused no loss of 
apposition and no delay in union. 

In the treatment of 70 cases of compound frac- 
tures of the femur due to wounds sustained in opera- 
tions in northwest Europe, penicillin has definitely 
justified itself as a defensive weapon. To exploit its 
value to the full it should be used as a weapon of 
attack; for with it two extremely desirable prin- 
ciples can be followed—early closure of the wound 
and early movement of the knee. 

There were no deaths, no amputations, and no 
evidence of spreading sepsis. In the 48 cases that 
were completely closed, restoration of function and 
the rate of union were equal to those factors in 
closed fractures. It is expected that from 40 to 50 
of the patients will eventually have no disability 
from their fractured femur. 

Rosert P. Montcomery, M.D. 


ORTHOPEDICS IN GENERAL 


Bodian D., and Howe, H. A.: Experimental Non- 
paralytic Poliomyelitis; Frequency and Range 
of Pathological Involvement. Bull. Johns Hop- 
kins Hosp., 1945, 76: 1. 


Pathological involvement of the brain and spinal 
cord is characteristic of paralytic poliomyelitis. A 
greater variation has been shown to occur in the 
nonparalytic cases of poliomyelitis in experimental 
animals. A series of 37 monkeys was inoculated in- 


tracerebrally with material from poliomyelitic jy. 
tients and was examined histopathologically to mak 
sure that nonparalytic poliomyelitis was not missed, 
and to confirm the clinical diagnosis of poliomyelitis 
in paralytic monkeys. 

This report presents a comprehensive survey ¢ 
the pathological findings in a series of monkeys inoe. 
ulated intracerebrally and summarizes the entir 
experience with nonparalytic infections in rhesys 
monkeys. The rhesus monkeys inoculated intra. 
nasally showed 43 paralysis cases and 5 nonparalytic 
infections; they were diagnosed histopathologically, 
Among 50 positive cases, 43 monkeys suffered from 
paralytic infection and 7 from nonparalytic infec. 
tion. Among 37 cases inoculated intrathalamically, 
9 monkeys were paralyzed and 1 suffered from a non. 
paralytic infection. The monkeys which became 
paralyzed after intracerebral inoculation showed 
typical infiltrative and neuronal lesions in the spinal 
cord of moderate to severe intensity, and a charac. 
teristic distribution of lesions in the brain. The 1 
case of nonparalytic infection showed a similar histo- 
pathological picture, and the absence of paralysis 
was due only to the scattered distribution of the 
lesions in the cord. 

A table in the original article shows the distribu. 
tion of lesions in the tissues and nerves of rhesus 
monkeys. Four plates and g figures are presented, 
The lesions in certain centers of the brain in paralysis 
cases are always present in a characteristic patter, 
Cases which were inoculated intranasally were 
readily distinguished by the presence of lesions in 
the olfactory bulbs and secondary olfactory centers. 
Similar characteristic histopathological findings may 
be identical in both the paralytic and nonparalytic 
cases. The distribution as well as the severity of 
cerebrospinal pathological involvement in poliomye- 
litis in rhesus monkeys varies widely. Sixteen of 23 
monkeys examined histologically showed scattered 
perivascular infiltration of the pia mater which was 
believed to be a nonspecific reaction to the inocu- 
lation. RicHarD J. BENNETT, Jr., M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS ° 


BLOOD VESSELS 


Faber, H. K., Hope, J. W., and Robinson, F. L.: 
Chronic Stridor in Early Life Due to Persistent 
Right Aortic Arch. J. Pediat., S. Louis, 1945, 
26: 128. 3 


The malformation of persistent right aortic arch 
consists essentially of persistence of the embryonic 
right fourth aortic arch together with a variety of 
anomalies of the left aorta, the arteries of the neck 
(especially the subclavian), and sometimes of the 
ductus arteriosus or ligamentum arteriosum. The 
left aortic arch may be partly or wholly suppressed, 
or it may persist fully (double arch). The common 
factor in the various cases and the one which pro- 
duces the clinical manifestations of dysphagia and 
stridor, as well as the characteristic filling defect in 
the esophagus, is compression of the esophagus by 
the right arch as it passes behind the esophagus in 
its course toward the descending aorta. This is 
usually at the level of the bifurcation of the trachea, 
but in some instances it descends somewhat lower on 
the right before crossing over. Occasionally, the 
right and left aortas are connected in front of the 
trachea as well as behind it, forming a vascular ring 
around both trachea and esophagus. In front the 
right aorta passes over the right main bronchus at 
the side of the trachea and may compress the latter. 

In some instances no symptoms occur. Difficulty 
in swallowing is common. More conspicuous in 
children is noisy breathing, accentuated during ex- 
ertion or during feeding, which may at times be 
severe enough to cause retraction of the suprasternal 
notch, rib cage, and epigastrium; cyanosis; and, 
even, extreme extension of the head. During sleep 
the stridor tends to diminish or disappear. Respira- 
tory infections are likely to cause exacerbations of 
the obstructive trouble. 

During life the diagnosis is entirely dependent 
upon x-ray examination but, since special techniques 
are required, cases will almost certainly be missed 
unless the clinician or radiologist suspects and looks 
specifically for the anomaly. Suspicion should be 
aroused and suitable x-ray study made of every case 
of stridor in infancy and early childhood not due to 
obvious causes, such as infection, foreign body, or 
gross laryngeal malformation. 

The most characteristic roentgenographic features 
are the anterior displacement of the esophagus at the 
level of the bifurcation of the trachea (lateral view) 
and the rounded filling defect of the esophagus 
which, in the anterior view, is displaced to the left. 
Under the fluoroscope, pulsation of the margins of 
the defect is visible. The knob of the right aorta can 
beseen behind the esophagus as a round mass, while 
the normal left aortic knob is absent. In the anterior 
view, in some cases at least, the right aortic arch 
Stands out boldly at the right of the vertebral 


column above the heart shadow as a rounded 
prominence, and might easily be mistaken for an 
enlarged right lobe of the thymus. The right anterior 
oblique position in x-ray examination brings out best 
the position of the aorta behind the esophagus, the 
forward displacement of the esophagus and trachea, 
and the appearance of the aortic knob under the 
sternal end of the right clavicle separated from the 
heart shadow by a characteristic light band which 
represents the trachea and right main bronchus. 
Careful inspection under the fluoroscope will usually 
reveal pulsation of the prominence in the right upper 
mediastinal shadow and at the margins of the filling 
defect in the esophagus. Pulsation may also be 
demonstrated by kymograms, or by angiograms 
with opaque substances in the blood stream. The 
best method is kymography. 

Ordinary physical examination is of little assist- 
ance. The second aortic sound is heard best over the 
sternal end of the right clavicle. Dullness may be 
elicited to the right of the upper sternum. 

Persistent right arch is to be differentiated from 
mediastinal tumor, aneurysm of the aorta, and, es- 
pecially in infants, enlargement of the thymus. The 
roentgenological criteria previously described ade- 
quately distinguish the right arch from these. 
Barium in the esophagus is essential. In the case of 
infants and small children, thymic hyperplasia is 
particularly apt to be diagnosed from a broad upper 
mediastinal shadow associated with a history of 
stridor. The diagnosis of thymic stridor, proved 
cases of which are certainly rare, should never be 
accepted until persistent right arch has been 
definitely excluded. 

The prognosis cannot be stated in quantitative 
terms since most cases have not been recognized 
during life. Of the approximately 113 cases on 
record only about 13 were diagnosed during life. 
Some of the patients live in good health, free of 
symptoms, even to advanced age. The great danger 
to children with stridor is respiratory infection and 
many of the deaths have been caused by broncho- 
pneumonia. Every effort should be made to shield 
them from such infections. Treatment of these com- 
plications should be early and adequate. Oxygen 
should be on hand. 

Stridor was the presenting symptom in 2 cases of 
persistent right aortic arch discovered in early life by 
the authors and led to the appropriate x-ray in- 
vestigation which established the diagnosis. 

Ernest E, M.D. 


Neller, J. L., and Schmidt, E. R.: Wheal Fluores- 
cence; A New Method of Evaluating Peripheral 
Vascular Diseases. Ann. Surg., 1945, 121: 328. 


The authors present a new and simple test which 
promises to be an accurate means of revealing cer- 
tain fundamental facts of diagnostic, prognostic, and 
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therapeutic importance in cases of peripheral vas- 
cular disease. The information obtained by this 
test (1) reveals data regarding the extent and de- 
gree of vascular insufficiency; (2) apparently indi- 
cates whether the predominant difficulty is organic 
or vasospastic; (3) helps to determine the prognosis 
of the studied limbs; (4) aids in deciding the thera- 
peutic approach best suited to the individual; and 
(5) locates the lowest level of amputation (when 
necessary) which can support prompt healing. 

The test consists of observing the presence or 
absence of fluorescence in surface scratches made 
fluorescent by the intravenous injection of fluores- 
cein and inspected under specially filtered ultra- 
violet light. 

The skin normally reacts to a simple scratch, pin- 
prick, or the introduction of histamine with a triple 
response. The first element is the “red” reaction, 
which appears quickly at the exact point of injury, 
regardless of nerve supply or blood flow, and is due 
to a local active vasodilatation of the terminal ar- 
terioles, venules, and capillaries of the skin. The 
second element is the “‘flare’”’ which irregularly sur- 
rounds the point of injury as a pink halo. This 
phenomenon represents an axon reflex causing vaso- 
dilatation in the slightly larger well muscled group 
of arterioles in the skin, and depends for its occur- 
rence on both an intact local nerve supply and a 
relatively normal blood flow. In the absence of 
either or both of these factors, it does not appear. 
The third element is the appearance of a “wheal,” 
which is due to an alteration in permeability of the 
vessel walls and never occurs unless adequate blood 
flow is present. It is independent of the nerve sup- 
ply. The wheal is the only part of the tissue response 
which owes its existence to only one major factor, 
namely, blood flow. 

The histamine wheal test, clinically practical be- 
cause it produces grossly visible wheals, is based on 
this reasoning. The appearance of wheals indicates 
a reasonable blood flow, and the time of appearance 
and size of the wheal gives a relative estimate as to 
the amount of that flow. 

Through the intravenous-fluorescein, ultraviolet- 
fluorescence method of Lange, the accuracy and re- 
liability of the wheal test has been enhanced and 
the objections to it largely abolished. During the 
routine fluorescence examination of a severely im- 
paired leg, it was noted that minute areas of trauma 
made immediately before injection of the fluorescein 
appeared brilliantly fluorescent from thigh to upper 
calf, and were completely nonfluorescent below. The 
general skin fluorescence was present to the tip of 
the toes and absent only where actual gangrene was 
present. 

The following facts have shown that scratch 
fluorescence appears only when a wheal response 
occurs: 

1. Fluorescein is injected intravenously and al- 
lowed to circulate for two to three minutes. A tour- 
niquet is then applied to the arm and the intra- 
vascular pressure is allowed to equalize. A scratch 
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is then made below the tourniquet. The “red” pp. 
action appears as usual in the scratch, but inspectioy 
under special light reveals no fluorescence. The 
tourniquet is then released and the fluorescence soo) 
appears in the scratch marks. Therefore, the red 
reaction itself is not responsible for fluorescence, 
Furthermore, if it were responsible, all scratche 
should show fluorescence regardless of vascularity 
since this element is independent of the blood floy, 
* 2. Scratch fluorescence is not due to the “flares” 
since this element is irregular and spread out from 
the area of injury, whereas the fluorescence is lim. 
ited to the scratch. Furthermore, obvious flares 
made by the intradermal injection of histamine do 
not appear fluorescent. 

3. When a histamine wheal is made, followed by 
the intravenous injection of fluorescein, the area of 
the wheal is seen to be brilliantly fluorescent. 

The test offers a simple way of determining the 
ability of tissue to produce minute, grossly invisible 
wheals to mild, painless surface scratches. Since 
wheal formation is entirely dependent on active vas. 
cular flow, the effect of the test is to measure the 
point distal to which vascular flow falls below a 
critical level. Absence of fluorescence reveals an in- 
complete repair response and consequently must in- 
dicate delayed ability to heal. By observation un- 
der ordinary light in from five to seven days, it can 
be seen that the marks above the level of absent 
fluorescence are practically healed, whereas below 
this level they are still in the process of healing. 

The authors describe in detail the equipment nec- 
essary and the technique of performance. Six case 
summaries are presented. 

In concluding, they note: 

1. When scratch fluorescence is present to a cer- 
tain level and absent distal to that point, severe 
organic vascular impairment exists below the last 
fluorescent mark, which is sufficient to affect serious- 
ly the ability of the tissue to repair itself. Although 
local and general treatment without leg amputation 
may be attended by healing, the result is likely to 
be only temporary, and prolonged hospitalization 
will be required. 

2. When scratch fluorescence is equally and bril- 
liantly present in all marks, significant organic vas- 
cular disease does not exist in the tested areas. 
Vasospastic disease apparently does not affect the 
test. If gangrene is present distal to the last fluores- 
cent mark at the base of the toes, the process i 
shown to be largely a local one. Local and gener 
treatment with removal of the necrotic areas is apt 
to be followed by healing and return to good func 
tion. 

3. When scratch fluorescence is present through 
out, but of definitely decreased intensity below 
certain point, a graded degree of vascular disease 
exists. The immediate prognosis under local ani 
general treatment is good, but the ultimate prognosis 
should be guarded. 

4. Amputation in areas of absent scratch fluores 
cence is likely to be followed by poor healing and 
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reamputation at a higher level will be required. Am- 
putation in areas of decreased fluorescence is hazar- 
dous. 

The authors state that the information obtained 
by this technique concerns only the vascular condi- 
tion and should never be used as a sole criterion for 
treatment as other factors must be considered, such 
as the age of the patient and his general health. 

HERBERT F. Tourston, M.D. 


Tunick, I. S., Nach, R. L., and Weinkle, I.: Arterial 
Spasm Secondary to Ligation and Retrograde 
Injection of the Saphenous Vein. Surgery, 1945, 
17: 

The authors present a clinical evaluation of the 
eflect upon the arterial circulation by the combina- 
tion procedure of saphenous ligation and retrograde 
injection of a sclerosing agent. The data were ob- 
tained from 50 consecutive cases in which saphenous- 
vein ligations and retrograde injections were per- 
formed. 

The accepted prerequisites for saphenous-vein 
ligation, as noted by the authors, are: (1) a dilated 
internal saphenous trunk with incompetent valves; 
(2) patency of the deep veins as judged by the 
clinical appearance of the leg, together with the ac- 
cepted functional tests; (3) general good health, as 
evidenced by the history, cardiac sufficiency, satis- 
factory blood pressure, and normal urine analysis; 
(4) adequate arterial circulation to the part, as 
determined by the history, the presence of palpable 
dorsalis pedis and posterior tibial pulsations, and a 
satisfactory appearance and surface temperature of 
the part; (5) the absence of acute phlebitis, acute 
inflammation, or grossly infected ulceration; and (6) 
an oscillometric determination within normal limits. 
The procedure used is described in detail. 

In evaluating the effects of surgical venous trauma 
and chemically produced phlebitis, any appreciable 
deviation in the oscillometric reading from the pre- 
operative normal was considered evidence of arterial 
spasm. No untoward reactions and no evidence of 
novocain shock or sensitivity to the sclerosing agent 
followed the procedure. In most instances there was 


_a burning or cramplike sensation in the leg shortly 


after the retrograde injection of the sodium ricinole- 
ate, sometimes followed by subjective and objective 
signs of a chemical phlebitis in the veins of the thigh 
and leg. The arterial spasm seemed to be roughly 
proportionate to the degree of immediate postoper- 
ative discomfort. The maximum arterial spasm was 
—_~ detected about thirty minutes postopera- 
tively. 

There was no appreciable change in the post- 
operative brachial blood pressure as compared with 
the preoperative reading in any of the 20 pa- 
tients so studied, which shows that any resultant 
arterial spasm in the leg produced no recognizable 
effect upon the systemic blood pressure. Oscillo- 
metric readings taken in the upper extremity directly 
following those taken in the involved legs showed no 
change from the preoperative determinations. Read- 


ings taken in the opposite leg, when that extremity 
was not treated by ligation and retrograde injection, 
showed no change from the readings obtained pre- 
operatively. This would tend to show that the 
arterial spasm secondary to a phlebitic process is 
reflex and is confined solely to the homologous 
extremity. 

In 5 patients, no change in oscillometric readings 
occurred up to ninety minutes after operation. In 
10 patients, no change was noted in readings which 
were taken immediately after division and ligation 
of the vein, but before the sclerosing solution was 
injected into the distal segment. This would tend to 
show that trauma upon a small segment of the vein 
was not sufficient to produce a reflex arterial spasm 
of — degree to be detected by this method of 
study. 

In 45 cases, there was a definite postoperative 
fall in the oscillometric readings. The arterial 
spasm appeared from five to thirty minutes after 
the retrograde injection, reached its peak from thirty 
to sixty minutes after such injection, and usually 
returned to normal in from four to six hours. 

In conclusion, the authors note that, after the 
above observations, one is prone to attribute the 
resultant spasm to the induced chemical phlebitis. 
No attempt has been made to determine the occur- 
rence of delayed arterial spasm in a series of cases 
in which only division and ligation of the vein had 
been performed. It is noted by the authors that 
ligation and division of the saphenous vein alone 
would be followed by collapse, occlusion, and throm- 
bosis of the vein distal to the level of the ligation. 
Such effect might also induce a reflex arterial spasm. 

The results of this study confirm the experimental 
findings and clinical observations that phlebitis, 
whether chemical, infectious, or traumatic, may 
produce reflex arterial spasm. The widely practiced 
procedure of saphenous ligation and retrograde in- 
jection of a sclerosing agent is commonly followed 
by a varying degree of arterial spasm in the ho- 
mologous extremity. Such resultant arterial spasm 
may precipitate a further increase of arterial cir- 
culatory insufficiency in instances in which an im- 
paired arterial circulation already exists. These 
observations emphasize the necessity for the deter- 
mination of the degree of arterial sufficiency to the 
part when division and retrograde injection of the 
saphenous vein are anticipated. Precipitation of an 
impending or partial arterial occlusion into a more 
complete form may result from the arterial spasm 
induced by this procedure. 

HerBert F, Tourston, M.D. 


Rosenwasser, H.: Thrombophlebitis of the Lateral 
Sinus. Arch. Otolar., Chic., 1945, 41: 117. 


The results of an analysis of 100 cases of thrombo- 
phlebitis of the lateral sinus, in which the sinus was 
operated on, indicate that the ages of 55 patients 
ranged up to ten years while the ages of go patients 
were under thirty years. An obturating thrombus 
was present in the lateral sinus in 12 of the 27 pa- 
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tients who died. Positive blood cultures were ob- 
tained preoperatively in 80 of the 97 cases in which 
blood was taken; in 36 of these 80 cases, one or more 
positive blood cultures were obtained postopera- 
tively. The greatest expression of the pathological 
process was in or about the bulb of the internal 
jugular vein, and in 9 cases there actually was pus 
within the bulb. Sixty-three patients had one or 
more chills preoperatively, and 32 had one or more 
chills postoperatively. 

The time at which a metastatic focus becomes 
clinically evident is no reliable indication as to 
when the bacteria were deposited. Changes in the 
ocular fundi were observed before operation in 24 
patients, whereas they were noted postoperatively 
in 38 patients. Evaluation of the material indicated 
that it was not possible to correlate consistently the 
appearance of the fundi and the general condition 
of the patient at any given time. Occasionally, the 
changes in the fundi progressed even after the pa- 
tient was well enough to be out of bed, whereas in 
other instances definite improvement in the fundi 
was noted despite the fact that the patient was still 
gravely ill. 

There were 27 deaths in this group of 100 un- 
selected patients. All patients operated on were in- 
cluded, despite the presence of abscess of the brain 
and meningitis in a number of them on admission. 

The mortality from the thrombophlebitis was 
much higher in patients over thirty years of age 
than in children and young adults. Nineteen pa- 
tients were treated by operation combined with 
chemotherapy; 17 recovered and 2 died. The in- 
fluence of chemotherapy in the treatment of bac- 
teriemia is great, and because of this one must be- 
ware of the tendency to await the effect of chemo- 
therapy alone in cases in which the lateral sinus is 
involved. Until substantial evidence to the con- 
trary is advanced, one is justified in assuming that 
bacteriemia due to thrombophlebitis of the lateral 
sinus will, or may, persist despite chemotherapy, and 
that surgical measures for the eradication of the 
phlebitic process are warranted. The treatment gen- 
erally employed in this series consisted of oblitera- 
tion of the lateral sinus and ligation of the internal 
jugular vein. Noau D. Fasricant, M.D. 


Andrell, P. O.: Thrombosis of the Internal Carotid 
Artery. Acta med. scand., 1943, 114: 336. 


Thrombosis of the internal carotid artery is rarely 
diagnosed during life. The clinical symptoms, how- 
ever, are rather characteristic and the diagnosis can 
always be confirmed by arteriography. The litera- 
ture shows 23 cases that have been diagnosed by 
arteriographic examination and the author reports 
g cases of his own diagnosed in the same way. De- 
tailed case histories of these are given. 

The beginning symptom is generally headache on 
the same side as the thrombosed artery. This may 
occur years before the beginning of the other symp- 
toms. There are often psychic symptoms, such as 
emotional outbursts, irritability, and confusion. The 


first marked neurological symptom is generally hemi. 
paresis, most frequently in the arm. In the begin. 
ning the paresis may be slight and transitory. All 
of the patients in this series showed facial paresis 
and in 3 cases there was a definite hemianesthesia, 
Aphasia generally begins after the development of 
hemiparesis. Among the symptoms that sometimes 
occur are paresthesias and pains in the heterolateral 
extremities, epileptic seizures, hyper- and hypesthe- 
sia in the region of the trifacial nerve, and transient 
visual disturbances. The patients are generally in 
good general health before the signs of the arterial 
lesions begin. In 3 of the 6 cases in which en- 
cephalographic examinations were made there was 
widening of the lateral ventricle on the same side 
as the arterial lesion. 

It is probable that in the majority of cases arterio- 
sclerosis causes thrombosis of the internal carotid 
artery. The chief object of treatment is to prevent 
cerebral lesions by keeping up an adequate blood 
supply to the brain. The cerebral lesions are prob- 
ably due to spasm of the cerebral arteries brought 
about by the damaged carotid artery. Therefore, 
excision of the damaged section of the artery seems 
to be indicated in some cases. This was performed 
in 2 of the author’s cases but without very great 
effect. To be effective the operation should be per- 
formed at the earliest possible stage of the disease. 

AupreEY G. Morcan, M.D. 


Veal, J. R., and Hussey, H. H.: Surgery of Deep 
Venous Thrombosis of the Lower Extremity. 
Surgery, 1945, 17: 218. 


If thrombosis of one of the peripheral veins de- 
velops, an attempt is made to limit propagation of 
the thrombus to prevent pulmonary embolus, and 
to correct any local circulatory impairment. The 
methods of treatment vary with the type of throm- 
bosis, and the presence or absence of pulmonary 
embolism. Since the only practical method of treat- 
ment in the majority of cases is ligation of the 
appropriate vein above the level of the thrombosis, 
the authors report their experiences in 98 major vein 
ligations in some 84 consecutive cases of deep vein 
thrombosis in the lower extremities. 


The authors classify venous thromboses or acute 


thrombophlebitis with an antecedent or concomitant 
inflammation of the vein wall, and state that phlebo- 
thrombosis (simple thrombosis) is characterized by 
the absence of an acute inflammatory reaction early, 
the tendency to propagate rapidly, and the ease with 
which the clot becomes dislodged to cause pulmonary 
embolism. 

In discussing the predisposing factors in venous 
thrombosis, the authors report that 55 of their cases 
were in males, and 29 in females, and also that 70 per 
cent of their cases were in patients over forty years 
of age. Of the 84 cases in this series, 20 followed 
surgical procedures (15 operations on the abdomen, 
3 orthopedic operations, 1 operation for brain tumor, 
and 1 for lumbar sympathectomy). Twenty were 
cases of deep thrombosis which occurred spontane- 


initig 
mon 
The 

mon: 
that 

ever 
safe 

mon 
ical 
likeli 
bus | 
repe 
case: 
Pr 
most 
of th 
thro 
ligat 
thro 
case’ 
tion 


ously 
Twel 
acuteé 
rest, 
have 
devel 
jury 
| cellu! 
| auth 
tube! 
and : 
tor 
rest, 
obesi 
| In 
in 
swell 
tend 
exam 
cases 
nega’ 
quen 
ease, 
gram 
| recor 
inter 
that 
| doub 
In 
| 
| _ had 
lism 
from 
case 
tion. 
| 
case 
and 
befo 
aboy 


hemi- 
begin- 
y. All 
paresis 
thesia. 
of 
etimes 
lateral 
resthe- 
insient 
ally in 
irterial 
ch en- 
re was 
1€ side 


rterio- 
~arotid 
revent 
blood 
prob- 
rought 
refore, 
seems 
ormed 
great 
per- 
“ase. 
M.D. 


Deep 
pmity. 


ns de- 
tion of 
s, and 

The 
hrom- 
lonary 
treat- 
of the 
1bosis, 
r vein 
p vein 


acute 
nitant 
hlebo- 
ed by 
early, 
e with 
onary 


renous 
cases 
70 per 
years 
lowed 


omen, 
umor, 
were 
itane- 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 149 


ously in individuals pursuing their daily routine. 
Twelve cases arose in cardiac patients in whom 
acute heart failure, venous stasis, prolonged bed 
rest, use of sedatives, and possibly digitalization may 
have been important factors. Twelve other patients 
developed thrombosis secondarily to disease or in- 
jury of the lower extremity (6 cases of trauma, 3 of 
cellulitis, 2 of gangrene, and 1 of arthritis). The 
authors also had 8 cases in patients with pulmonary 
tuberculosis who were on a regime of strict bed rest, 
and 5 in patients ill with pneumonia. The chief fac- 
tor in all these cases appeared to be prolonged bed 
rest, excepting other predisposing factors such as 
obesity, anemia, infection, and neoplasm. 

In 61 of the 84 cases the first symptom was pain; 
in 16 it was pulmonary embolus, and in 7 it was 
swelling of the calf. The most common sign was calf 
tenderness, which was found in 78 of 81 patients 
examined for it. Homan’s sign was positive in 68 
cases. There were only 6 cases in which this test was 
negative. Fever and tachycardia, since they fre- 
quently could be accounted for by the primary dis- 
ease, were not very helpful diagnostic signs. Veno- 
grams were made in 27 of the 84 cases, and were not 
recommended routinely because of the difficulty in 
interpretation of the normals. The authors believe 
that the venogram is of value in the diagnosis of 
doubtful cases. 

In 16 of the 84 cases pulmonary embolism was the 
initial symptom, and in 23 additional cases pul- 
monary embolism occurred before surgical ligation. 
The authors noted an increase in the number of pul- 
monary emboli with increasing age. They believe 
that pulmonary embolism is a potential danger in 
every case of venous thrombosis, and that there is no 
safe period in any of the cases in the first four 
months of the disease. They also state that the clin- 
ical picture of a case is unreliable for determining the 
likelihood of pulmonary embolus. Often the throm- 
bus in the iliac veins is not fixed to the intima and 
repeated pulmonary embolism is common in these 
cases, sometimes for days or weeks. 

Pulmonary embolism occurring after ligation of a 
major vein may originate from several sources, the 
most frequent of which is a thrombosis in the veins 
of the other extremity. It also may originate from a 
thrombus in the ligated vein above the level of the 
ligation, from other veins in the body, or from 
thrombi in the right side of the heart. In 9 of the 84 
cases the patients had pulmonary emboli after liga- 
tion of one or more veins, but in every case there 


. had been one or more episodes of pulmonary embo- 


lism before ligation. In 5 instances the embolus arose 
from the opposite unoperated extremity and in 4 
cases from a fresh thrombus above the point of liga- 
tion. Three of the pulmonary emboli led to a fatal 
outcome. 

There were 98 consecutive operations on these 84 
cases (35 were on the right leg alone, 33 on the left, 
and 16 on both legs). All ligations which were done 
before opening of the vein for inspection were made 
above and below the opening; they were all made 


of the femoral vein or higher, including 29 on the 
iliac veins and 6 on the inferior vena cava. The 
authors call attention to the fact that one-fifth of 
their patients had venous thrombosis in both ex- 
tremities. 

The rule to be followed in ligation is: ligate the 
affected vein above the level of the thrombus in a 
normal segment just distal to a main tributory, and 
avoid a blind end in which a thrombus may form. 
There is great danger of a recurrent thrombosis 
when ligation is performed through a diseased seg- 
ment of a vein, even though the clot may have been 
removed or may not have extended to this level of 
the vein. 

Thrombectomy can be done without danger pro- 
vided the clot is fresh and unattached to the intima, 
and the vein wall is free of inflammation. If the clot 
is old, thrombectomy is too dangerous because of the 
likelihood of dislodging fragments of the clot. 

In cases of pulmonary embolism from venous 
thrombosis, even the hopelessly ill patient is a can- 
didate for vein ligation. None of the patients died 
from the operation. If on opening a vein the inflam- 
matory process seems to extend beyond that point, 
the incision should be closed and the vein ligated 
higher. The external iliac vein was ligated only 6 
times, since the problem of the collateral circulation 
makes ligation less desirable here. All operations on 
the iliac vein were done by the extraperitoneal route, 
and in almost every case adequate exposure for ex- 
ploration of the vein before ligation was obtained. 
The authors are in agreement with the idea that 
bilateral injection should be performed more fre- 
quently. 

In 45 cases in which there was no preceding pul- 
monary embolism prior to ligation, none developed 
after operation. Since the chances of developing an 
embolus are about one in three in the type of throm- 
bosis under discussion, this was a significant achieve- 
ment. Of 39 patients with preligation embolism, 9 
had embolism after ligation. In 8 of these cases it 
was the result of inadequate surgical treatment 
rather than the fault of the principle of the treat- 
ment. 

The authors also have the impression that after 
ligation there is less tendency of the thrombus to 
extend below the level of ligation, and therefore the 
patent venous channels are left available for the 
collateral circulation. Patients who have had the 
common iliac or inferior vena cava ligated usually 
develop a more complete collateral circulation than 
those in whom the external iliac or femoral vein is 
ligated. 

The functional recovery of the extremity after 
ligation is excellent. The pain is quickly relieved and 
vasospasm is usually abolished promptly. The edema 
which is sometimes temporarily increased after liga- 
tion usually subsides after a few days of rest and 
elevation of the extremity. The wearing of an elastic 
stocking when activity is resumed is advised at least 
until edema no longer develops as a result of activity. 

Rosert R. BicELow, M.D. 
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Blakemore, A. H., and Lord, J. W., Jr.: ANonsuture 
Method of Blood-Vessel Anastomosis: Experi- 
mental and Clinical Study. J. Am. M. Ass., 1945, 
127: 685, 748. 


Blakemore and Lord describe a nonsuture method 
of blood-vessel anastomosis employing vitallium 
cuffs. This method consists in threading a vein graft 
through one or two cuffs and everting the ends of the 


removed 


Fig. 1. Operative technique of nonsuture method. 1. 
Cannula and tubes (for use in single or double-tube tech- 
nique). 2. Removal of vein graft; note that the branch is 
tied close to the vein with fine silk before clamping. 3. Irri- 
gation of vein graft with isotonic solution of sodium chlo- 
ride, to which a small amount of heparin may be added if 
desired. 4. Method of triangulating end of vein with mos- 
quito camps. 5. Cuffing and securing everted end of vein 
on the vitallium tube. 6. Double-tube technique with the 
vein graft mounted. 7. Introducing the distal end of the 
vein = mounted on a vitallium tube into the proximal 
end of theartery. 8. Tying fine silk ligatures just snug enough 
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vein segment over the cuffs in such a manner that the 
severed ends of the artery may be slipped over the 
everted vein intima (Fig. 1). 

This method affords a broad vein intima to artery 
intima contact for healing. The holding ligature is 
well away from the flowing blood. In the presence of 
bacterial contamination this type of junction would 
seem to offer an advantage over the suture junction 


Saline 


Vitallium 
tube 


to prevent blood from penetrating between the vein and the 
artery intimas. Also releasing the proximal rubber-shod 
clamp first to facilitate the passage distalward of any re- 
sidual air bubbles within the graft. 9. Completed anastomo- 
sis: the perivascular tissues are closed snugly around the anas- 
tomosed artery when possible. ro. A convenient way of pre- 
serving, hermetically sealed in an ordinary test tube, a vein 
graft for quick freezing. The graft is moistened with isotonic 
solution of sodium chloride, one end mounted on a vitallium 
tube in the usual manner; the other end is passed througha 
second tube and brought over the first tube to protect the 
intima until used. A wire serves to suspend the graft. 
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as in the latter the vessel wall which is encompassed 
in the suture line and is somewhat strangulated, lies 
in direct contact with the flowing blood. The joint 
is leak-proof in the presence of anticoagulant ther- 
apy. However, on the other hand, because of blood 
to intima contact only, the anastomosis affords little 
or no stimulus to thrombus initiation when the blood 
clotting time is normal. 

The method was preceded by successful animal 
experimentation wherein it was shown that a go 
per cent expectance of success in bridging defects of 
the small femoral arteries of dogs without the use 
of anticoagulants is possible. 

As in the Carrel suture technique, the perform- 
ance of débridement and the use of sulfonamides 
greatly boost the percentage of successful end- 
results. However, in delaying anastomosis in con- 
taminated wounds secondary hemorrhage occurred 
only once following the nonsuture technique and 
this in a twenty-four-hour wound in which no sul- 
fonamide was used. An aneurysm either at the 
artery-vein junction or in the vein graft has never 
been observed in the nonsuture anastomosis. 

To gain information as to whether heteroplastic 
veins will function adequately to prevent gangrene 
when used to bridge arterial defects, the right hind 
leg of two dogs was amputated at the midthigh 
level. After an interval of twenty-four hours the 
legs were reimplanted, the nonsuture two-tube 
technique was used, and vein grafts from a third and 
fourth animal were employed to bridge the defects in 
the femoral artery and vein. The amputated limbs 
were preserved in cracked ice during the twenty-four 


hour interval. The dogs were given sulfathiazole 
(1 gm. twice daily by mouth) from the time of the 
first operation. 

The survival of the legs in these 2 dogs depended 
solely on the function of vein segments transplanted 
from other dogs, and in this sense the experiments 


are critical. Heteroplastic-vein grafts to bridge 
femoral-artery defects in 10 additional dogs have 
been used. The anastomosis functioned for twenty- 
seven days (average), which is well beyond the pos- 
tulated fourteen days of post-traumatic edema. 

The preservation of vein grafts has been found 
adequate when the segments of veins are quickly 
frozen in an alcohol-solidified carbon-dioxide mix- 
ture and kept in the frozen state. These frozen 
grafts function adequately when used as hetero- 
plastic grafts to bridge arterial defects, and without 
the use of anticoagulants. A segment of human 
saphenous vein used to bridge a defect in the dog’s 
aorta was kept for twenty-four hours in the ice box 
and then quick frozen and preserved for three weeks 
before it was used. Veins may be kept frozen ap- 
parently for indefinite periods. 

Repeated demonstrations have revealed that 
with ready mounted vein grafts at hand, completion 
of an anastomosis may be routinely accomplished 
within fifteen minutes by the average operator. 

Injuries to arteries in the war wounded are likely 
to be extensive, and further sacrifice of the vessel is 


Fig. 2. Arteriogram fourteen days after operation, dem- 
onstrating patency of the fistula. Note the small size of the 
intervening vein graft. 


necessary in débridement. For these reasons a 
method of blood-vessel anastomosis, to be successful 
and practical for war use, must be easily adaptable 
to the use of vein grafts, and of any length. The 
nonsuture anastomosis fulfils this requirement and, 
unlike in suture anastomosis, a considerable dis- 
proportion in size between the graft and artery in no 
way complicates the technique and efficiency of the 
method. The majority of the wounded soldiers will 
have intact veins which are suitable for use as grafts, 
such as the cephalic vein for anastomosis of the com- 
panionate arteries, and the external jugular, great 
saphenous, and femoral veins for the anastomosis of 
other arteries. These veins may be removed quickly 
(in from twenty to thirty minutes) for use as trans- 
plants to bridge arterial defects. 

Case histories presenting the application of the 
nonsuture method emphasized the need for: (1) im- 
mediate control of hemorrhage, (2) treatment for 
shock, (3) control of pain and vasospasm with papa- 
verine hydrochloride, (4) chemotherapy (penicillin 
is undoubtedly the preferable agent in these cases), 
(5) preservation of a lowered temperature in the 
wounded extremity, (6) position of limb (when at 
rest or in transport, the limb should be placed at 
rest in a position from 4 to 6 inches below the heart 
level; this elevates the venous pressure in the ex- 
tremity just enough to detain what little blood may 
arrive via the collaterals for complete deoxygen- 
ization). 

Irrigation of the distal vascular tree with saline 
solution containing penicillin and heparin washes 
out contaminated thrombi from damaged veins, and 
places penicillin in adequate concentration in those 
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Fig. 3. Infra-red photograph of superficial collateral veins 
twenty-six days after establishment of a portal-caval shunt. 


tissues in which, because of damage to the blood sup- 
ply, resistance to infection is lowest. Although some 
of the heparin and penicillin is washed out into the 
wound, the heparin which remains in those parts of 
the vascular tree where stasis exists prevents throm- 
bosis until complete systemic heparinization super- 
venes, a matter of two hours following the subcuta- 
neous deposit of heparin in Pitkin’s menstruum. 
Then, for a period of forty-eight hours, it can be 
counted on that each collateral vessel which is 
anatomically intact will remain patent and the dis- 
tal vascular tree will be free of thrombus. On the 
one hand, this insures success with subsequent sym- 
pathetic nerve block in cases in which there are an 
adequate number of collaterals functionally intact, 
and, on the other, it insures a patent vascular tree 
ready for the reception of a restored pulsating, nor- 
mal volume of blood flow resulting from the anas- 
tomosis. 

A case is presented illustrating the use of the non- 
suture method of blood-vessel anastomosis for bridg- 
ing of the arterial defect with a vein graft following 
excision of a peripheral arterial aneurysm. The pa- 
tient was asixty-two-year-old negro with a history of 
syphilis since the age of twenty years. 

The operation consisted in excision of the an- 
eurysm with restoration of the blood flow by 
bridging of the arterial defect with a vein graft by 


Fig. 4. Appearance fifteen months after the establish- 


ment of the portal-caval shunt. 


means of the nonsuture method, double vitallium 
tube technique. The aneurysm arose at the femoro- 
popliteal junction and was 8 cm. in diameter. 
Thrombosis of the accompanying vein necessitated 
the taking of a segment of femoral vein from the left 
leg for use as a graft. The anastomotica magna ar- 
tery was compromised by the pressure of the aneu- 
rysm and the parent artery was decidedly arterio- 
sclerotic, with eggshell intimal plaques (Fig. 2). 

It is not reasonable to expect the patency to be 
maintained in the anastomosis of badly degenerated, 
arteriosclerotic vessels, irrespective of the method or 
adjuncts employed. However, in the opinion of the 
authors the nonsuture method will attain a high per- 
centage of success when employed in cases of 
syphilitic or traumatic peripheral arterial aneurysm 
not complicated by severe arteriosclerosis. Caution 
against its indiscriminate use, however, is given. 
Restoration of the blood flow by bridging with 4 
vein graft usually: necessitates preliminary excision 
of the aneurysm. The latter procedure is far more 
destructive to collateral blood vessels than oblitera- 
tive endoaneurysmorrhaphy. 

A case of portal hypertension corrected by portal- 
caval shunts made by the nonsuture method, single 
vitallium tube technique, is also presented. The pa- 
tient was a five-year-old girl whose principal com- 
plaint was abdominal enlargement for three months. 
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The mother noticed an increasing tendency to 
bruise in the child following minor traumas. The 
child appeared chronically ill. The pertinent find- 
ings were confined to the abdomen. The latter was 
protuberant, with visibly distended venous channels. 
There was no free peritoneal fluid. The liver was 
enlarged 8 cm. below the costal margin and was 
firm with a sharp border. The spleen extended ro 
cm. below the costal margin and was very firm. 
Liver lee showed 2 moderate derangement 
Fig. 3). 

The desperate condition of the child despite care- 
ful management suggested anastomosis by means of 
asingle vitallium tube between the splenic vein and 
the left renal vein, following splenectomy and left 
nephrectomy. The postoperative course was stormy 
tor a few days and the diagnosis of congenital cystic 
kidney with superimposed infection was a discourag- 
ing finding in this case. However, re-evaluation 
seven months postoperatively revealed that she had 
gained 4 pounds, had a good appetite, and played 
actively. There had been no recurrence of the 
ascites. The superficial collateral veins over the 
abdomen had receded (Fig. 4). 

During the year and three months since the oper- 
ation the child has increased in height from 40% 
inches to 1134 inches, and in weight from 33 pounds 
to 48 pounds 

Other possible uses of the nonsuture, vitallium- 
tube method include restoration of the blood flow by 
bridging of arterial defects with vein grafts follow- 
ing the radical excision of neoplasms, and the estab- 
lishment of a shunt for the alleviation of congenital 
pulmonary stenosis and coarctation of the aorta 
when complicated by bacterial infection resistant to 
chemotherapy, or it may be used in cases in which 
there have occurred nonfatal episodes attributable 
to cerebral hypertension. 

STEPHEN A, ZreEMAN M.D 


BLOOD; TRANSFUSION 


Henstell, H. H., and Gunther, L.: Studies of 
- Plasma Volume in the Human Being. Com- 
parative Results of Reduction of Plasma Vol- 
ume, Intramuscular Pressure, and Venous 
Pressure in Surgical Shock. Am. J. M.Sc., 1945, 
209: 187. 
_ The present concept of the reduced plasma volume 
inshock dates back to the report of the Special Inves- 
tigation Committee on Surgical Shock and Allied 
Conditions during World War I The severity of 
peripheral circulatory failure is generally propor- 
tional to the reduction of plasma volume. The spec- 
tacular effectiveness of plasma and serum in the 
treatment of shock has given rise to the generally ac- 
cepted assumption that such results are due to the 
restoration of the reduced circulating blood volume. 
Recently, however, a number of investigators have 
demonstrated that the shock state is not necessarily 
or quantitatively related to changes in the plasma 
volume. The meagerness of studies on plasma volume 


of human beings made before operation prior to post- 
operative depression, and the appearance of surgical - 
shock, warrants the reporting of data on such studies. 
Of the numerous technical examinations made in 
these studies only a few can be adduced in support of 
these varying contentions. 

The authors present a series of comparative blood- 
volume and venopressor mechanism studies obtained 
from plasma volume determinations on 7 persons. 
The blue dye method of Gregerson and Gibson was 
used in determining the plasma volume. A mini- 
mum of thirty minutes was allowed for mixing and 
distribution of the dye after injection. The curve of 
the dye disappearance was always determined. For 
recheck determinations a fresh injection of the dye 
was made. A Lumetron photoelectric colorimeter 
was used to determine the concentration of the dye 
in the serum. This instrument with its 2 photo elec- 
tric cells is capable of a high degree of accuracy. In 
their determinations the authors used from 4 to 5 
c.c. of plasma for each determination in a cell of 1 
cm. thickness. The error in plasma-volume determi- 
nations was 1 per cent (25 c.c. in 2,500 c.c. of plasma 
volume). The hematocrit was determined in Win- 
trobe tubes. Arterial pressure was obtained with a 
mercury manometer. Venous and intramuscular 
pressure measurements were made by the gravity 
flow method in recumbency. 

The results obtained from these determinations 
should prove interesting. Four of the 7 persons 
studied were normal individuals who served as con- 
trols These showed no alterations in the plasma 
volume, in the venous pressure, nor in the intramus- 
cular pressure during the experiment. Three patients 
were studied after major surgical procedures with 
and without attendant loss of blood during the oper- 
ation. The plasma volume figures of these 3 patients 
were of interest because they showed: in the 1st 
patient. the features of rapidly developing surgical 
shock; in the 2nd, the effect of hemorrhage and rap- 
idly developing peripheral circulatory failure; and 
in the 3rd, the effect of surgical operation without 
undue loss of blood and with a minimal postoperative 
depression. A detailed account of the observations 
on these 3 patients is given in three carefully pre- 
pared tables. 

The first patient showed all the clinical features of 
surgical shock immediately following a cholecys- 
tectomy with little loss of blood. There was no 
change in the plasma volume when clinical shock 
was evident. There was, however, a marked drop in 
the intramuscular pressure early in the course of 
events. The maximal decrease in intramuscular 
pressure coincided each time with the appearance of 
peripheral circulatory failure. Clinical improvement 
coincided with the heightening of the venopressor 
mechanism after the use of nikethamide and this im- 
provement was noted despite the loss of at least 416 
c.c. of plasma volume. The clinical course took its 
pattern from the direction of the changes in intra- 
muscular pressure rather than from the alterations 
in plasma volume. 
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The second patient, undergoing a hysterectomy, 
showed the effect of hemorrhage and rapidly de- 
veloping shock. Early in the course of events a sig- 
nificant decline in the intramuscular pressure mani- 
fested itself and preceded the appearance of peri- 
pheral circulatory failure. A loss of 590 c.c. of plasma 
volume, and 1,128 c.c. of total blood volume was not 
accompanied by clinical signs of shock. Although 
intramuscular pressure was beginning to drop, the 
venopressor mechanism had not failed. The maximal 
decline in intramuscular pressure, and failure of the 
venopressor mechanism coincided with clinical evi- 
dences of peripheral circulatory failure. This oc- 
curred despite a restoration of 272 c.c. of the plasma 
volume by the use of a 500 c.c. whole-blood trans- 
fusion. The restoration of 745 c.c. of the plasma vol- 
ume by the use of a goo c.c. whole-blood transfusion, 
however, coincided with clinical improvement. A de- 
crease of 200 c.c. of the plasma volume on the first 
postoperative day was present with an adequate 
peripheral circulation. The venopressor mechanism 
was also compensated. The clinical picture of peri- 
pheral circulatory failure coincided with the failure 
of the venopressor mechanism rather than with the 
loss of 590 c.c. of the plasma volume. 

The third patient underwent a right nephropexy 
with minimal postoperative depression. Despite a 
loss of 205 c.c. of plasma volume, the clinical condi- 
tion of the patient was good and there was no evi- 
dence of peripheral circulatory failure. Intramus- 
cular pressure remained unchanged before, during, 
and after the operation. The venopressor mechanism 
did not fail. 

There can be no doubt that much confusion exists 
as to the cause of the conditions found in the course 
of well developed shock in the human being. Failure 
to study these conditions in man himself is largely 
responsible. There seems to be no doubt that the 
earliest phenomenon in traumatic shock in dogs is 
due to a reduction in the blood volume, but this need 
not be the case in man. 

From their observations the authors conclude that 
a reduction in plasma volume need not be an early 
change, nor an initiating factor in surgical shock or 
in shock following hemorrhage and surgical oper- 
ation in the human being; that peripheral circulatory 
failure can be evident without any reduction in 
plasma volume; and that a certain degree of decrease 
in plasma volume can exist without producing cir- 
culatory failure. It is also evident that a reduction 
in plasma volume will be found late in surgical 
shock. 

We are sadly ignorant of the true factors which 
control the inception and production of peripheral 
circulatory failure in man. This is due to the failure 
to study adequately the dynamic factors of the peri- 
pheral circulation in the human being. Until re- 
cently all attention has been focused on the reduced 
plasma volume and on treatment aimed at restoring 
the blood volume. It is even questionable whether 
the well deserved popularity of human plasma in the 
treatment of shock is effected through a restoration 
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of lost blood volume beyond that which the volume 
of plasma given adds to the circulation. Human 
plasma, however, has a marked pressor effect on the 
intramuscular pressure. 

The authors devote a portion of their article toa 
review of the known facts concerning the dynamics 
of the peripheral circulation as related to changes in 
the intramuscular pressure in man. A marked drop 
in intramuscular pressure, which reached its maxj- 
mum between the sixth and twelfth postoperative 
hours, was consistently found after surgical proce- 
dures. Uninterrupted serial readings of intramus- 
cular and venous pressures made during and after 
operation up to the development of surgical shock 
have been previously reported by the authors. The 
earliest and first phenomenon noted either during 
operation or preceding the onset of surgical shock 
was a decline in the level of intramuscular pressure, 
This occurred in from twenty to sixty minutes, 
usually in forty-five minutes, after the operation was 
begun. The next phenomenon noted was the decline 
in venous pressure, which always followed that of 
the intramuscular pressure by from sixteen to fifty 
minutes. The former time was noted in rapidly de- 
veloping shock which happened on the operating 
table. The fall in venous pressure was noted thirty- 
two minutes before the signs of peripheral circulatory 
failure appeared. During the usual operative proce- 
dure, the initial decline of venous pressure followed 
that of the intramuscular pressure within an interval 
of fifty minutes. A significant relative drop in the 
venous pressure occurring in the head-down position 
(Trendelenburg position), is an indication of a fail- 
ing venous return. The blood returning from the 
tissues is poured into the great veins near the heart 
(the preventricular reservoir of von Recklinghausen). 
A falling venous pressure in this position indicates a 
decreased flow of blood to the preventricular reservoir. 
A rapid decline in venous pressure occurred in 2 pa- 
tients from a compensated high level with the onset 
of peripheral circulatory failure—in one it hap- 
pened while the patient was still in the head-down 
position. The lowest points attained by the intra- 
muscular and venous pressures occurred after the 
initial decrease, and coincided with the appearance 
of peripheral circulatory failure. This was true 
whether or not the pressures dropped rapidly or 
were delayed, and the symptoms and signs of shock 
appeared early or late. Those patients who showed 
only a severe depression after operation, subtilely 
developed peripheral circulatory failure between the 
sixth and twelfth postoperative hours, when it was 
noted that the intramuscular and venous pressures 
had coincidentally attained their maximal point of 
decline. The peripheral circulation immediately 
after operation appeared adequate, but subse- 
quently the clinical picture became indistinguishable 
from that seen in patients who developed shock 
rapidly. In both instances venous pressure as low as 
1 cm. of water and intramuscular pressure down to 
18 mm. of water have been recorded. This is the 
lowest level of intramuscular pressure in shock oc 


culril 
musc 
ics of 
opera 
(1) th 
sure, 
culat: 
Th 
of cil 
efficic 
musc 
dyna 
adeq' 
| 2. 
chani 
culat 
the a 
anor 
sure, 
4. 
the iu 
on tl 
of pl 
one h 
O 
actio 
on tk 
the v 
minu 
of fre 
one h 
6. 
of th 


volume 
Human 
on the 


cle toa 
mamics 
nges in 
drop 
maxi- 
erative 


ressure, 
inutes, 
ion was 
decline 
that of 
to fifty 
dly de- 
erating 
thirty- 
ulatory 
 proce- 
sllowed 
nterval 
in the 
sition 
a fail- 
om the 
e heart 
ausen), 
cates a 
servoir. 
nN 2 pa- 
e onset 
t hap- 
1-down 
intra- 
ter the 
arance 
is true 
idly or 
F shock 
showed 
btilely 
the 
it was 
essures 
oint of 
diately 
subse- 
ishable 
shock 
low as 
own to 
is the 
ick o¢- 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 155 


curring before death. The alterations in the intra- 
muscular and venous pressures noted in the dynam- 
ics of the venopressor mechanism during and after 
operation showed a constant coincidence between: 
(1) the loss of muscle tonus, (2) a loss of venous pres- 
sure, and (3) the appearance of peripheral cir- 
culatory failure. 

The studies herein described indicate: 

1. Within certain limits, a considerable reduction 
of circulating blood volume is compatible with an 
efficient venous circulation, provided that the intra- 
muscular pressure, one of the forces important in the 
dynamics of the peripheral circulation, is held at an 
adequate level. 

2. A physiologically effective venopressor me- 
chanism coincides with an adequate peripheral cir- 
culation, while one that has failed is coincident with 
the appearance of surgical shock. 

3. A normal peripheral circulation coincides with 
anormal and unchanged level of intramuscular pres- 
sure, even in the presence of a reduced plasma volume. 

4. Human plasma has a decided pressor action on 
the intramuscular pressure. 

5. Nikethamide, also, has a marked pressor action 
on the intramuscular pressure. The pressor action 
of plasma is slow, as it requires from seventy to 
one hundred minutes, and the administration of 750 
c.c. of plasma is necessary before the pharmacological 
action becomes manifest. The effect of nikethamide, 


on the other hand, 1s very rapid. It also heightens - 


the venopressor mechanism within from five to ten 
minutes after its intravenous administration in doses 
of from 5 to 10 c.c., as contrasted to the seventy to 
one hundred minutes required for plasma. 

6. The presence or absence of the dynamic factors 
of the venous circulation (first, the relative levels of 


the intramuscular pressure, and later those of the 
venous pressure) corresponded more closely to the 
appearance or regression of peripheral circulatory 
failure than did changes in the plasma volume 
amounting to less than 590 c.c. (approximately 2 
units of plasma). 

The authors believe that the chief lesson to be de- 
rived from their studies is that greater emphasis 
must be placed on investigations of the dynamics of 
the peripheral circulation rather than upon the vol- 
ume of blood that is available for the circulation, and 
this must be done at the bedside. 

Matatas J. Serrert, M.D. 


Diamond, L. K., and Abelson, N. M.: The Demon- 
stration of Anti-Rh Agglutinins; An Accurate 
and Rapid Slide Test. J. Lab. Clin. M., 1945, 30: 
204. 

The development of antibodies against the Rh 
factor in the sera of Rh-negative individuals may 
result in intragroup hemolytic reactions following 
transfusions of Rh-positive blood cells. 

According to the authors the present laboratory 
tests for the determination of anti-Rh agglutinins in 
the sera of sensitive individuals are inadequate. It 
is claimed that with the blocking test of Wiener and 
the incubation test a misleading result may be ob- 
tained in 50 per cent of the examinations. This is 
believed to be due to an inhibitor substance which 
interferes with agglutination. 

As a result the authors have devised a slide test 
which demonstrates Rh sensitization in a higher per- 
centage of tests than heretofore and thus gives a 
truer clinical prediction of in-vivo blood reactions 
after transfusion. 

Benjamin G. P. SHarrrorr, M.D. 
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WAR SURGERY 


Smirnov, Y.: The Medical Corps in Red Army 
Operations. Brit. M. J., 1945, 1: 175. 


The doctrine adopted by the Red Army Medical 
Corps is based on the following principles: (a) a uni- 
form conception of the origin, development, and 
progress of diseases, and of the principles of surgical 
and therapeutic work in the field; (b) correct se- 
quence in the treatment of sick and wounded at 
various stages during their evacuation; (c) the oblig- 
atory employment of brief, accurate, and consistent 
medical documents, enabling the sick and wounded 
to be classified in a thorough manner and their treat- 
ment to be uniform at all stages of evacuation; 
(d) a single school of thought, with uniformity in 
methods of prophylaxis and treatment of the sick 
and wounded at the various stages of evacuation. 
This school must be based on all that is best in 
modern medical science, both in the theoretical and 
in the practical sphere. 

To ensure that gunshot wounds are treated surgi- 
cally as soon as possible the field units are organized 
in such a way that the wounded are removed from 
the battlefield even under enemy small-arm and 
mortar fire and given skilled surgical treatment in 
the field medical units. This procedure is dictated 
by two considerations: (1) mortality among the 
wounded in the forward area is most often due to 
loss of blood; and (2) in the army and forward base 
zones gunshot wounds are complicated by gas 
gangrene, sepsis, and shock. The chief task of the 
forward medical units, therefore, is to combat 
serious loss of blood and to give prophylactic treat- 
ment against the complication of wounds. For those 
categories of wounded who require specialized treat- 
ment (wounds of skull, eyes, jaws, thorax, the prin- 
cipal long bones, and the larger joints) the Red 
Army Medical Corps has arranged for this to be 
given in all institutions, beginning with the mobile 
field hospitals operating in the zone ofithe army 
base. The treatment and evacuation of the slightly 
wounded and of medical cases are dealt with sepa- 
rately, beginning with the forward units. Mobile 
therapeutic field hospitals and mobile field hospitals 
for the slightly wounded are acomponent part of the 
medical service of the army in the field. 

In general, the treatment of wounded in the Red 
Army is based on a system which deals with each 
stage of evacuation to a definite destination. This 
system consists in dividing treatment into a num- 
ber of stages, without the establishment of special- 
ized hospitals and departments. At each stage the 
wounded are treated by specialists, and at the same 
time are evacuated into rear areas of the country. 
Evacuation is not carried out mechanically from 
stage to stage, but depends on the type of wound 
and the condition of the evacué and also on condi- 


tions at the front. Treatment given at the stages of 
evacuation is consistent and consecutive, progressing 
in scope and method as the distance from the for- 
ward medical stations increases. It is very impor- 
tant to stress the fact that the scope and methods of 
treatment, the organization, and the speed of evacu- 
ation are determined more by the military situa- 
tions than by purely medical considerations. The 
following points have therefore to be taken into con- 
sideration: the type of operation in which the troops 
are engaged; the number and the rate of arrival of 
the sick and wounded; the number of qualified doc- 
tors, especially surgeons, available at a given stage 
in evacuation; the availability of transport and the 
presence, quality, and length of metalled roads; the 
availability of premises for the accommodation of 
the sick and wounded; the supply of stores and spe- 
cial equipment (surgical instruments, plaster-of- 
Paris, x-ray outfits); and the season of the year 
and the state of the weather. 

The slightly wounded that can be treated at the 
army base go immediately to special local hospitals; 
wounded needing specialized treatment are dis- 
patched to field surgical hospitals; the sick go to 
therapeutic hospitals. Patients suffering from in- 
fectious diseases are isolated as soon as the diseases 
become known; and measures are taken at once to 
prevent spread of the infection; the isolated pa- 
tients are then evacuated to special mobile field 
isolation hospitals. 

The number of hospital beds in field, base, and 
rear-area hospitals depends directly on the nature of 
operations and the general situation at the front. 
During the first phase of the war, for example, when 
the Russian troops were withdrawing under enemy 
pressure, the situation demanded that the minimum 
number of beds be retained in,'the field and base 
hospitals. When the Red Army assumed the offen- 
sive and the rate of advance to the west quickened, 
it became necessary not only to make a great in- 
crease in the number of beds in field and army base 
hospitals, but also greatly to augment the number of 
hospital units in these areas. 

The freedom of troops from epidemic diseases de- 
pends to a considerable extent on the timely sani- 
tary reconnaissance of the territory liberated and 
medical inspection of its civilian population. The 
Red Army Medical Corps therefore undertakes anti- 
epidemic work among the civilians of liberated areas 
as well as among the troops. The collection and 
analysis of data on the health of the troops and the 
general state of the territory occupied by them and 
in which they will operate, and the carrying out of 
necessary prophylactic measures against infection 
and the elimination of nidi within the army area, 
are done under the direction of the Army Sanitary- 
Epidemic Unit, which has special sections attached 
to the various army formations. The entire freedom 
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of the Red Army from epidemic diseases has been 
achieved by the simultaneous and correlated activity 
of all units concerned and is due to the fact that 
antiepidemic measures among the troops are not 
carried out by individual specialists but by the 
Medical Corps as a whole. 

K. Narat, M.D. 


Graham, J. D. P.: High Blood-Pressure after Battle. 
Lancet, Lond., 1945, 248: 239. 


The blood pressure of the normal soldier within 
the age limits of eighteen to forty years averages 
125/82 mm. Hg. Pressures above 155/95 and dias- 
tolic pressures of 100 mm. Hg. were regarded as 
hypertensive. 

The present investigation noted the effect of one 
year of active warfare on an armored brigade in the 
Western Desert. The resting blood pressure, pulse, 
and hemoglobin readings were taken of all ranks of 
soldiers numbering about 695 men from four to eight 
weeks after battle. 

Among the latter, 26.9 per cent were found to have 
a diastolic pressure of 100 mm. Hg. or greater, and 
38 per cent had a systolic pressure in excess of 160 
mm. Hg. In the hypertensive group, 21 gave symp- 
toms of headaches, palpitation, and dizzy spells. 
After a continuation of the rest period, it was found 
that the mean blood pressure had partially returned 
to normal in 28 hypertensive soldiers. The tendency 
of the blood pressure to return to normal in spite of 
no change in climate, diet, or dehydration indicated 
that this was of neurogenic origin due to relief of 
personal anxiety. Benjamin G. P. Snarrrorr, M.D. 


Walker, R. M., and Hutchinson, W. R. S.: Abdom- 
inal Injuries at the Base Hospital. Lancet, Lond., 
1945, 248: 199. 

The authors’ review concerns the treatment of, and 
the complications which developed in, 55 soldiers 
(wounded in the abdomen during the campaign in 
Normandy and the Low Countries) after they had 
arrived at civilian base hospitals in the United King- 
dom. The good condition in which these patients 
arrived at the hospital is attributed to the liberal 
employment of blood, plasma, and saline infusions, 
routine gastric suction, systemic penicillin therapy 
in every case, and to the policy of exteriorizing or 
excluding all wounds of the large intestine. 

It is contended that patients who have had wounds 
of the abdomen or of the buttock should be ex- 
amined as soon as they are settled in bed, and that 
any untoward symptoms such as pain, vomiting, or 
hematuria must be accounted for, as well as any rise 
in pulse rate or temperature. Pain or fever may be 
due to a residual abscess in the abdomen, or to an 
infected wound which is draining inadequately. 

The onset of vomiting and colicky pain should sug- 
gest acute intestinal obstruction by an adhesive 
band, and, if examination supports this diagnosis, 
laparotomy should be undertaken at once. 

Closure of colostomies and of fecal fistulas other 
than fistulas into the upper part of the small intes- 


tine may be delayed until an opportune time. The 
patient’s general condition should be adequately 
restored first. 

Scrupulously careful technique, however, is essen- 
tial if the operations for closure of fecal fistulas are to 
be uniformly successful. 

Suprapubic bladder fistulas usually close spon- 
taneously, but before the tube is removed it is essen- 
tial that the wounds in the bladder are healed and 
that there is no obstruction to the urethra. If the 
bladder wounds have not been sutured at the pri- 
mary operation, they may require repair later. 

Abdominothoracic wounds, after their early treat- 
ment, present no peculiar problems, the injury to 
each cavity requiring attention as a separate entity, 
provided no communication between the two cavi- 
ties persists. STEPHEN A. ZreMAN, M.D. 


MacFarlane, J. A.: Compound Fractures in War, 
1944. Lancet, Lond., 1945, 248: 135. 


In a group of 120 fractures among the Dieppe 
casualties, the incidence of osteomyelitis following 
Trueta’s method of treatment was about 12 per cent. 
When there is a decreased volume of circulating 
blood, or a local interference of circulation due to 
tension, venous thrombosis, or arterial damage, an 
open wound is much more liable to infection. Sulfa 
drugs and penicillin play very important roles, but 
the surgeon still must carry out basic surgical prin- 
ciples. Nonviable muscle should be removed and 
every bit of viable skin must be saved. 

A great majority of patients with compound frac- 
tures reached hospitals in England within six days 
of their being wounded. Buried sutures were not 
used except to ligate an occasional vessel. No effort 
was made to close the wounds. The author points 
out that the anterior border of the tibia, tendons, 
and other structures of the dorsum of the hand and 
foot should be covered as soon as possible because 
they tend to do very badly if left open; that plates 
and screws should not be used unless it is absolutely 
necessary; that proper immobilization is one of the 
cardinal points of success; and that the open com- 
pound fracture wound has been closed successfully 
after a period of two months. 

A survey of 200 cases of compound fracture in 
Canadian hospitals in England was made. Closure 
was successful in 80 per cent of cases. Fractures of 
the femur were closed successfully in 72.4 per cent 
of cases, and fractures of the humerus were closed 
successfully in 88.2 per cent of cases. Among 44 
fractures of the lower leg, successful closure was 
obtained in 68 per cent of cases, and among 23 frac- 
tures of the forearm, 91 per cent were successfully 
closed. Several fractures involving both bones of the 
leg were in the unsatisfactory group; among 14 cases, 
satisfactory results were obtained in only 7. The 
average interval between primary surgery and clos- 
ure was seven and six-tenths days; 1,156,000 units 
of penicillin was the average amount used from 
primary surgery until completion of therapy, which 
was accomplished in an average period of ten and 
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eight-tenths days. A little over one-half of these 
cases received an average dose of 27 gm. of sulfa 
drugs over a period of six days. In the Italian 
theater, 92 of one group of 103 fractures were closed 
and 71 of these were closed successfully; 11 failed 
to close and of these, only 2 escaped bone infection. 

During five years of war there has been a change 
of opinion from the closed plaster to open wound 
treatment and now to delayed closure in over 90 per 
cent of all compound fractures. A great saving 
has been made in both life and limb, and a reduction 
in hospital days. There is little evidence that 
chemotherapy is responsible for this increased 
success. Two groups of cases have been studied, 
the one group receiving prophylactic penicillin, 
the other receiving either inadequate amounts, 
or no penicillin therapy. The use of the sulfonamides 
along these same general principles has shown a 
similar result. Early and adequate surgery, complete 
immobilization, and soft-tissue support are still the 
basis for successful end-results. 

RICHARD J. BENNETT, JR., M.D. 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


a H. B.: Ahrenberger, H. W., and Fair- 
less, C. J.: The Submucosal Morcellation of 
Hemorrhoids. Ann. Surg., 1945, 121: 239. 


Methods employed in the early 1800’s by the 
French surgeons are still in use for the surgical treat- 
ment of hemorrhoids. Nearly everyone has hemor- 
rhoids in one form or another, and the complications 
of hemorrhoids and hemorrhoidectomies may be 
very distressing, and oftentimes disabling. 

Since the present war, the authors have seen many 
young men develop hemorrhoids because of altered 
diet, nervous tension, and lack of proper toilet facili- 
ties. 

In view of the fact that hemorrhoids, either inter- 
nal or external, are in truth “varicose veins of the 
rectal area,” it is difficult to condone the present-day 
practice of “clamp and excision.” Since the disease 
is of the blood vessels primarily, there is no need for 
the surgeon to sacrifice large amounts of the rectal 
mucosa, underlying connective tissue, and even mus- 
cle. An apt analogy would be that of a surgeon who, 
in attempting to cure the patient of varicosities of 
the lower extremity, merely clamped across the 
varix and excised skin, muscle, and even nerves. 

The authors’ technique of hemorrhoidectomy is 
along anatomic lines, and it attempts to preserve a 
normally functioning rectal tube. The result has 
been that the common sequelae of hemorrhoidec- 
tomy have been reduced to a minimum and the 
operation itself has been surprisingly simplified. 

The anesthetic of choice is caudal block or local 
infiltration, and the positions used have been either 
the lithotomy or the Buie position. A careful proc- 
toscopic examination is routinely carried out. Vig- 
orous anal dilation is never done. A small linear in- 
cision, perpendicular to the axis of the rectum, is 
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made with the knife in the skin approximately 3 cm, 
from the base of the first external hemorrhoid. This 
incision is usually just outside of the pigmented area 
which surrounds the anus, or approximately 1.5 cm. 
from the mucocutaneous border. Next, the medial 
edge of the incised skin is grasped with an Allis 
forceps. Holding the forceps up on the hand, the 
mucous membrane is dissected free from the hemor. 
rhoid with Mayo scissors. The dissection is then car. 
ried upward in a like manner, with the finger in the 
rectum as a guide until Hilton’s line is reached. This 
accomplished, the entire diseased hemorrhoidal ves. 
sel is morcellated by short bites with the scissors, 
After complete, careful morcellation, the scissors are 
withdrawn and any redundant, excessive mucous 
membrane is removed with a V-shaped excision. | 
similar procedure is carried out on the remaining 
hemorrhoidal tags. A nupercaine-gauze pack may be 
inserted for hemostasis and removed the following 
morning. Hot sitz baths are instituted on the third 
day. Harry W. Fink, M.D. 


Brown, M. J.: Surgery at a Higher Altitude. Am. 
J. Surg., 1945, 67: 436. 

The Station Hospital at Camp Hale, in the Rocky 
Mountains, Colorado, is used as the locale for this 
report. The altitude is 10,000 feet. The barometric 
pressure is reduced from 760 mm. of mercury to 
about 522 mm. of mercury. The percentage of oxy- 
gen in the air is about}the same as at sea level. 
Through the oxygen the partial pressure of alveolar 
air is decreased from 160 to 109 mm. of mercury. 

Ether, alone or in combination, was not satisfac- 
tory, and when it was administered by the open drop 
method about twice the usual amount needed for an 
ordinary operation was required at that altitude. 
Over a period of eighteen months the extent of the 
use of anesthetic agents was as follows: 


Anesthetic Agents 


b. Pontocaine in glucose 
Teal pentothal, I. V 


With the spinal anesthesia there were minor com- 
plications such as nausea, vomiting, drop of blood 
pressure, and pallor. There were 15 failures with 
spinal anesthesia. There were no anesthetic deaths. 

Wound healing was not altered by the change of 
altitude. There were 1,276 major procedures and 
1,684 minor procedures. There were 19 primary 
wound infections. There were 20 serum pockets, or 
small hematomas. Gas gangrene developed in a 
compound fracture of the radius and ulna, which 
had been treated surgically. Wound healing in 
primary and secondary infected wounds was, as 
would be expected, the same as that at ordinary alti- 
tudes. Bone healing was not delayed. There wert 
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193 postoperative complications among 2,980 oper- 
ations. Of the 193 postoperative complications, 98 
were concerned with the respiratory system. There 
were 4 deaths, 1 of which was due to pulmonary em- 
bolism; the second was due to edema and petechia of 
the brain; the third and fourth deaths were due to 
severe chest traumas. The sterilization of materials 
and instruments was carried out in steam-pressure 
sterilizers at from 18 to 20 pounds of pressure, with 
temperatures of from 240 to 250°F., and a sterilizing 
time between forty-five and sixty minutes. 

Clinical laboratory results showed a slight eleva- 
tion in the red blood-cell count and hemoglobin. The 
differential blood counts showed no significant vari- 
ation. ‘There were no evident changes in blood 
chemistry. 

The general surgical lesions requiring operations 
were for the most part congenital defects such as 
hernias, hemorrhoids, varicose veins, and varico- 
celes. There were 235 hernia (inguinal) repairs 
among 189 men in eighteen months. Among 235 
hernia repairs there were 5 primary wound in- 
fections. 

The medical service diagnosed and treated 252 
atypical pneumonias. Among these were 10 pleural 
effusions and 2 empyemas. Simple effusions required 
from 1 to 6 thoracenteses. One of the empyema- 
fluid cultures showed a virulent hemolytic strep- 
tococcus in which x-ray studies demonstrated mul- 
tiple pockets. Repeated aspirations of pus, the local 
instillation of penicillin, and the general administra- 
tion of penicillin resulted in cure without further 
surgery. A second empyema case was complicated 
by massive pleural effusion; 1,300 cc. of thin pus 
were aspirated. Repeated aspirations and penicillin 
therapy, local and general, have resulted in recovery. 
RIcHARD J. BENNETT, JR., M.D. 


Etherington-Wilson, W.: Spinal Analgesia in the 
Very Young, and Further Observations. Proc. 
R. Soc. M., Lond., 1945, 38: 109. 


A careful record of 1,600 supervised cases of spinal 
analgesia with a light solution has given the author 
a simple formula for more accurate estimation of the 
timing in seconds necessary for obtaining anesthesia. 
A small group of babies and very young children is 
included in the series. 

The advantages of the hypobaric solution are its 
thorough automatic mixing in a short time, its rapid 
fixation, its slow ascent and its low toxicity. The dos- 
age is based on the length of the spine from the 
fourth thoracic spine to the fourth lumbar space with 
the patient in the vertical, inclined lumbar-puncture 
position; this is from 15 to 154 inches in the average 
male and from 14 to 14% inches in the average fe- 
male. For all light nupercaine solutions the formula 
figure is 5; for spinocaine, it is 2. The number of 
inches is multiplied by 2, to give the number of sec- 
onds when spinocaine is used. When a low spinal 
anesthesia is to be given, one-half the timing of the 
high spinal is used, and when a middle spinal anes- 
thesia, i.e., to D-g-10 is to be given, three-fourths of 
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the high-spinal timing is used. As soon as the injec- 
tion is made, the patient is sat bolt upright for the 
remaining amount of time, the time in seconds being 
commenced as soon as the injection is started. The 
injection must be completed within fifteen seconds. 


TABLE I.—DOSAGE AND TIMING BY FORMULA 
FOR SPINAL ANALGESIA IN THE YOUNG 


mane | | | 
5 34 18 
5 4 20 2 ce. 
5 5 25 24c.c. 
5 6 30 3 cc 
5 7 35 4 cc 
3 8 40 6 cc 
5 9 45 7 cc 
5 10 50 
5 II 55 10 
5 12 60 


th segment 
¥ of high=low spinal=1ath dorsal, 1st lumbar segment 


The author’s experience is limited to nupercaine 
and spinocaine, the latter being preferred because of 
its greater strength. There were o1 per cent perfect 
spinal analgesias with alcoholic spinocaine as com- 
pared with 85 per cent with 1:1500 nupercaine. The 
advantages are the added strength and effectiveness, 
the rapid complete mixing, the small dosage needed 
for exact block levels, and the usefulness in unilateral 
spinals. Nupercaine is reserved for the long oper- 
ation; spinocaine for the shorter, and most other 
cases, and for unilateral operations and patients re- 
quiring very accurate block limitation. Warming 
of the ampoules is not considered necessary. 

An 8-degree Trendelenberg slope is considered 
adequate in obtaining anesthesia, greater tilts than 
15 degrees being dangerous. ; 

The prone position has no place in the technique 
described; it is an unnecessary and unjustifiable 
manipulation of the patient. Testing of the height 
of the block before operation is considered unneces- 
sary except for occasional demonstration. Repeated 
careful spinal analgesia has done no harm to the 
nerve tissues. Complete failures in the whole series 
amounted to 2 per cent, with only o.5 per cent in the 
last 400 cases. Such failures must be due to entire 
extradural injection. 

By alternating the position of the table and varying 
the time that the patient is left in the lateral position, 
unilateral block of the foot, leg, lower leg, and whole 
thigh can be obtained successfully with spinocaine 
anesthesia. 

No deaths occurred on the table. Premedication 
is not used in the poor risk and is cut down to a 
minimum if used at all in the very elderly. Minute 
controlled doses of pentothal are used if required for 
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apprehension. Oxygen is used in most high spinals. 
Intravenous drips are of utmost value. Phlebitis, 
embolism, and cerebral blood-vessel catastrophes are 
not prevented by the spinal analgesics. There were 
3 deaths in this series within the first three post- 
operative days from cerebral disasters. Poor equip- 
ment and unclean working conditions should be 
avoided, as should unlabeled ampoules, noisy am- 
phitheaters, and rough handling of the spinal needle 
in tissues. The anesthetist should have full knowl- 
edge of the technique. A lumbar cushion for the 
relaxed spinal patient on the table and postoper- 
atively will save many a backache. Twenty-four 
hours of head-down bed position will reduce the 
number of postoperative headaches. Full conscious- 
ness of the patient in the surgical amphitheater 
should be avoided, and fractional premedication 
should be the rule, but overpremedication should not 
be permitted. 


POSTOPERATIVE COMPLICATIONS 


One and one-half per cent of the patients had se- 
vere headaches lasting a few days. There were 10 


cases of temporary diplopia which passed off rapidly 
in a few days. There was no rectal or bladder trou- 
ble due to spinal block, no persistent pain or patchy 
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anesthesia. Backache was temporary and uncom. 
mon. Vomiting occurred in 25 per cent of the cases; 
it seems to have a relationship to the amount of 
drugs given. 

The indications and contraindications are enum- 
erated. The contraindications include the refusal of 
the patient to submit to a spinal anesthesia ; the very 
short or trivial operations, the inexpert anesthetist, 
infection in the lumbar skin, septicemia, vertebral 
disease and deformity, the patient subject to head- 
aches or spinal disease, myocardial decompensation, 
weakness or coronary history, some cases of hyper- 
tension, severe anemia and dehydration, and restrict- 
ed or hampered respiratory excursions. 

Nupercaine was used in 974 cases; spinocaine in 
626. Thirty patients varied in age from sixteen days 
to 3 years. 

The author considers properly conducted spinal 
analgesia has some advantages for the surgeon in 
that it teaches him to be gentle and makes his sur- 
gery simpler; for the patient in that his postoperative 
recovery is more smooth; for the nursing staff in that 
the patient requires less postoperative attention; and 
for the anesthetist who appreciates a simple tech- 
nique, complete control and fewer manipulations of 
the patient. Mary Karp, M.D. 
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ROENTGENOLOGY 


Hawes, L. E., and Soule, A. B., Jr.: Pulmonary 
Changes in Cardiospasm. Am. J. Roentg., 1945, 
53: 124. 

Cardiospasm may produce extensive pulmonary 
changes with no significant symptoms pertaining to 
the lungs. Two such cases are reported by the au- 
thors. Clinical complaints were limited to the 
esophagus: obstruction and distention. At no time 
was there any evidence of cough, dyspnea, or aus- 
cultatory abnormalities. 

Patients afflicted with cardiospasm have frequent 
spells of coughing and sometimes have sudden 
paroxysms of strangulation. This is worse when ly- 
ing down, especially while asleep. When the patient 
is asleep, the esophagus is in a horizontal position 
and there is a tendency for the food contents to be 
regurgitated into the pharynx and lung fields. 

Four types of pulmonary changes in cardiospasm 
that can be recognized by means of roentgenograms 
have been reported in the literature. They are basal 
pneumonitis, lung abscess, bronchiectasis, and pleu- 
ral effusion. In addition to describing the 4 roent- 
genographic changes, the authors report 2 cases of 
cardiospasm with interstitial pulmonary fibrosis. 
These patients were observed for several years and 
there was no change in the interstitial fibrosis. At 
no time were there any pulmonary symptoms. In 
all probability, the interstitial fibrosis was a result 
of an aspiration pneumonitis. 

Maurice Sacus, M.D. 


Mueller, H. P., and Sniffen, R. C.: Roentgenologi- 
cal Appearance and Pathology of Intrapul- 
monary Lymphatic Spread of Metastatic Can- 
cer. Am. J. Roentg., 1945, 53: 109. 


The occurrence of lymphatic metastatic carcinoma 
of the lung is more frequent than it was formerly 
thought to be. Roentgen recognition of this phe- 
nomenon is important, especially in patients having 
early and singular symptoms referable to the chest. 

Ten cases were studied. Of this group, 7 were 
autopsied; the other 3 were known to be carcinoma 
and to have developed roentgen changes of the chest 
fairly typical of a lymphatic spread. 

Pulmonary lymphatic metastatic cancer is char- 
acterized by a linear increased density radiating 
from the hilus to the peripheral basilar portion of the 
lung. The trabeculae break up into a fine network 
beneath which are fine miliary nodules. These nod- 
ules are different from nodular metastases and prob- 
ably represent the point of intersection of the tra- 
beculae and lymph vessels which are seen on edge. 
In most instances involvement is bilateral. This is 
due to the fact that metastasis takes place in the 
deep intrapulmonary system and not through the 
Superficial pleural system. At times it is difficult to 
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make a roentgen diagnosis of metastatic lymphatic 
pulmonary involvement unless there is clinical knowl- 
edge of a primary tumor or substantial evidence of 
metastases elsewhere. 

Review of the literature reveals that 70 per cent 
of the cancers with pulmonary lymphatic metastases 
originate in the stomach. The remainder arise in the 
lung, breast, prostate, colon, gall bladder, tongue, 
kidney, and ovary. The stomach was the primary 
site of the carcinoma in 3 cases, the pancreas in 2, the 
cervix in 2, and the bronchus, tongue, and a melano- 
sarcoma in 1 case each. The ratio of male to female 
patients was 2 to 1. The younger age group was in- 
volved in these cases, the patients being between 
thirty and forty-nine years of age. 

It is believed that lymphatic involvement is due to 
a retrograde permeation following higher lymph- 
node invasion. Gross examinations show the lungs 
to be edematous while the pleurae are smooth. Pul- 
monary lobules are outlined by gray lines of dilated 
lymphatics forming a network which suggests a 
mosaic pattern. The cut surfaces show each bron- 
chus and blood vessel to be surrounded by a gray 
cuff of tumor. Histological examinations reveal 
dilatation of the lymph vessels which contain tumor 
cells. Arterial damage is present in many cases. 
Emboli are found throughout the arterial system. 

Important pulmonary symptoms in lymphatic 
carcinoma are: dyspnea, cyanosis, productive cough, 
and cachexia. Blood streaked sputum is an indica- 
tion of destruction of the bronchial mucosa by 
tumor. Right heart failure may be present. 

Lymphatic pulmonary carcinoma must be differ- 
entiated from miliary tuberculosis, pulmonary con- 
gestion and edema, pneumoconiosis, sarcoid, bron- 
chiectasis, emphysema, and atypical pneumonia. In 
miliary tuberculosis, hilar shadows are less dense, 
lymph nodes are smaller, and there is no linear in- 
crease in density.. In pulmonary congestion and 
edema, the lung fields are hazy and the blood vessels 
tend to be small in the peripheral lung fields. Pneu- 
moconiosis presents a more dense hilus with nodules 
which are more circumscribed and hard. In sarcoid 
disease of the lungs, the densities are sharp and well 
defined. The spleen may be enlarged. The history 
and symptomotology are essential in bronchiectasis, 
emphysema, and atypical pneumonia. 

As a rule roentgenological findings in pulmonary 
lymphatic carcinoma are fairly typical and by care- 
ful study a correct diagnosis can be made. 

Maurice D. Sacus, M.D. 


Dionisi, H.: Roentgen Diagnosis of Uterine Endo- 
metriosis (Diagnostico radiologico de la endo- 
metriosis uterina). Prensa med. argent., 1944, 31: 
2525. 

The author says that it is often difficult to diag- 
nose uterine endometriosis, or glandular hyperplasia 
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of the endometrium, clinically, and even if the diag- 
nosis is made, the process cannot be localized accu- 
rately. He describes a roentgen method of diagnosis 
which he has found valuable. The dilated gland 
tubes penetrate deep into the uterine muscle but 
generally preserve their continuity with the endo- 
metrium, so that diverticula that open into the uter- 
ine cavity are formed. By the injection of lipiodol 
into the uterine cavity followed by roentgenography 
these diverticula can be seen filled with lipiodol. The 
author describes 3 cases in which this method of 
hysterosalpingography was used with positive re- 
sults and reproduces the roentgenograms. 

This finding cannot be made in all cases, probably 
because there is not a sufficiently free communica- 
tion between the dilated gland tubes and the uterine 
cavity, but when it is found it is a positive means not 
only of diagnosis but also of localization of the 
process. Aubrey G. Morcan, M.D. 
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Graf, C. J., and Hamby, W. B.: Roentgenographic 
Demonstration with Tantalum Powder of §j- 
nuses Resulting from the Extraction of Inter. 
vertebral Disc Protrusions. Am. J. Roentg., 1945, 
53: 157- 


Implantation of a silver hemostatic clip into the 
sinus resulting from a protruded intervertebral disc 
was begun by the authors in 1939. The clip served 
to identify the level of the lesion and by its dis- 
placement verified recurrence. Opaque media such 
as lipiodol and thorotrast had been tried unsuccess- 
fully in an attempt to visualize postoperative altera- 
tions in the disc sinus; however, fluid media failed to 
adhere to the sinus walls. 

In this demonstration, sterile tantalum powder 
was used as the media to visualize the sinus. From 
1 to 2 curette cups of powder were dispersed within 
the disc sinus. Stereoscopic roentgenogram films 
were then taken. The disc sinus resembled an elon- 


Fig. 1. a, b, Views made after removal of disc protrusions from fourth and fifth 
lumbar discs. c, d, Views made seven months later. Only minimal changes are 
apparent. 
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gated slit with an irregular cross section; sometimes 
it appeared to be round or oval. In one case the 
powder was seen at the anterior edge of the vertebral 
body, which suggested that the curette had actually 
approached the annulus fibrosus. Roentgenograms 
taken of patients months after the original insertion 
of tantalum powder showed no significant change. 
To date there had been no opportunity to re-ex- 
amine a case with symptoms suggesting recurrence 
of a protruded, disc. There has been no sequelae fol- 
lowing the implantation of tantulum powder. In 
one case it was possible to re-examine the site where- 
in the tantalum powder had been inserted. This 
patient developed another protruded disc adjacent 
to the original. Curettement revealed a patent sinus 
with 1.5 c.c. of yellowish-pink material, plus scat- 
tered fragments of black material. Histological ex- 
amination revealed mild degenerative and regressive 
changes. Tissue reaction was not increased around 
the tantalum fragments. Maurice D. Sacus, M.D. 


Nielsen, J., and Strandberg, O.: Roentgen Treat- 
ment in Cancer of the Larynx. Acta radiol., 
Stockh., 1942, 23: 189, 255. 

Coutard’s protracted fractional roentgen treat- 
ment of cancer of the larynx was first adopted at the 
Radium Center in Copenhagen in 1931. Since that 
time about 600 cases of tumors of the upper respira- 
tory and digestive tracts have been treated, among 
them 63 of intralaryngeal cancer. These are dis- 
cussed particularly from the point of view of deter- 
mining the comparative value of surgical and roent- 
gen treatment. The histories of 19 of the patients 
are given to illustrate the authors’ classification of 
the stages of the condition and to show the site and 
extent of the tumors in patients freed of symptoms. 

Daily irradiations were given over periods varying 
from three to eight weeks, with a total dosage of 
from 5,000 to 6,000 roentgens, or, in some cases even 
7,000 roentgens. The tumor dose must be at least from 
4,500 to 5,000 roentgens. The size of the fields was 
from 50 to 80 sq. cm., and in some cases as low as 35 
sq.cm. Protraction is desirable in order to protect 
the normal tissues. In a few cases the authors have 
used superfractionated treatment, with from 6 to 7 
exposures in twenty-four hours. The primary results 
have been encouraging in these cases. 

Illustrations are given, which show the sites of the 
tumors and the appearance of the larynx before and 
after treatment in a number of cases. The table of 
results shows that 22 per cent of all patients remained 
symptom-free for five years or more, 33 per cent for 
three years or more, 46 per cent for one year or more, 
and 49 per cent were rendered primarily free of 
symptoms. All of the patients with cancer in stages 
1 and 2 remained free of symptoms for a year or 
more, as did 53 per cent of those in stage 3 and 20 per 
cent of those in stage 4. 

After a comparison of these results with those of 
surgery, the authors conclude that in cancer of the 
larynx, stage 1, either surgery or roentgen treatment 
may be used, but if the cancer is not very small and 


localized to the middle one-third of the vocal cord, 
roentgen treatment probably is to be preferred. In 
stage 2, the Coutard treatment is to be preferred as 
it seems to give results that are as good functionally, 
and as lasting as in stage 1. In stage 3, the Coutard 
treatment is to be preferred in carcinomas of the false 
vocal cords which metastasize early and are quite 
radiosensitive. This is a “‘good” radiological can- 
cer, and a poor surgical one. In fixed carcinomas of 
the vocal cord, surgery may be used if immobility is 
complete; if it is not complete, a test irradiation may 
be used and the final decision between surgery and 
irradiation may be based on the results of this. In 
cases of more extensive subglottic carcinomas, laryn- 
gectomy is to be preferred; this is a “‘good” surgical 
cancer, but a poor radiological one. Carcinomas of 
the sinus of Morgagni are intermediate between 
those of the cord and those of the subglottis. As 
they metastasize quite early a test irradiation may 
be tried. In stage 4, irradiation is the only possible 
treatment, except that tracheotomy may be used as 
a palliative measure. The only cases in which free- 
dom from symptoms can be brought about by cura- 
tive irradiation are those of the false vocal cords. In 
other cases the greatest relief is probably to be ob- 
tained with small palliative doses of irradiation. 
Aubrey G. Morcan, M.D. 


Gylstorff-Petersen, H.: The Roentgen Treatment of 
Carcinoma of the Breast. Acta radiol., Stockh., 
1944, 25: 1. 

The author discusses the results of treatment of 
carcinoma of the breast at the Radium Center in 
Aarhus from 1924 to 1936 with a view to determining 
the value of postoperative roentgen treatment. 
During this period 601 women were treated for car- 
cinoma of the breast and 3 men and 4 women for 
sarcoma of the breast. The material is divided into 
3 groups according to Steinthal’s classification; 25.2 
per cent of the material was in group I, 58.5 per 
cent in group II, and 16.3 per cent in group III. The 
five-year survival rates for these three groups were 
43, 27, and 4 per cent respectively. The material 
was taken from 47 different hospitals and the best 
results were obtained in the patients operated on at 
the Aarhus Municipal Hospital, the five-year sur- 
vival rate among these being 73 per cent. This was 
probably due to the fact that at this hospital radical 
operation with removal of the axillary glands was 
performed consistently. Another possible factor 
was that postoperative roentgen treatment was 
given much earlier after operation at this hospital, 
sixteen days after operation on the average, while at 
the other hospitals thirty-eight days after operation 
was the average. Treatment for recurrence or dis- 
tant metastases was given in 129 cases and in 28 
per cent of these there was a five-year survival rate 
from the date of operation. There were 113 inop- 
erable cases. These were treated and good palliative 
effects were obtained but no lasting cures resulted. 

The results were poorer in patients under forty 
years of age than in patients up to sixty years, but 
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the results were again worse in older patients. 
Histological examination showed that the results 
were better in Paget’s disease and in colloid car- 
cinoma than in the other histological types of lesions. 

It is hard to judge whether the axillary glands are 
involved either by palpation or on operation. Mis- 
takes were made on palpation in 67 per cent of the 
cases and during operation in 20 per cent. 

The percentage of five-year survivals seemed to 
be the same for married and unmarried women and 
for those who had had children and those who had 
not. Removal of the breast and evacuation of the 
axillary glands gave the best results. 

From a study of his own results and those of 
others, the author concluded that preoperative 
roentgen treatment gives better results than post- 
operative roentgen treatment, and therefore pre- 
operative treatment has been used at the Radium 
Center in Aarhus since the middle of 1941. 

Aubrey G. Morcan, M.D. 


Heyman, J.: On Improving the Results of Treat- 
ment in Cancer of the Collum Uterus. Acta 
radiol., Stockh., 1944, 25: 564. 

According to Westman an improvement of the 
radiotherapeutic results in the treatment of cervical 
cancer would be achieved by preventing the local- 
recurrences; this objective could be obtained by rou- 
tine hysterectomy following irradiation. This pro- 
cedure represents a form of what is generally called 
the combined radiological and surgical treatment. 
The usual type of combined treatment is preopera- 
tive irradiation, generally employed with a view to 
improve the results obtained by operative therapy. 
The irradiation technique is planned with regard to 
the subsequent surgical intervention and is, as a rule, 
varied according to the extent of the disease. In 
some clinics only the early cases are referred to sur- 
gery; in some the surgical intervention is limited to 
cases in which radiotherapy has failed; and in others 
surgery is preferred in cases of a special macroscopic 
or microscopic type. The procedure proposed by 
Westman is slightly different: the technique used in 
the preceding irradiation is planned regardless of 
any surgical intervention and is fairly uniform. All 
cases that might suitably be operated upon are sub- 
mitted to operation. This procedure, strongly ad- 
vocated by Hultberg, constitutes an advanced type 
of combined treatment and may be called “pro- 
phylactic hysterectomy.” Hultberg considers the 
procedure advisable because of the large number of 
local recurrences following irradiation, the presence 
of vital cancer tissue in specimens removed after 


radiological treatment, the results already obtained’ 


by the proposed intervention, and, finally, the im- 
possibility of curing a local recurrence by repeating 
the intracavitary application of radium. 

After having reviewed a series of 1,055 cases 
treated with radiotherapy, the author of this article 
came to the conclusion that statements concerning 
the percentage of local recurrences are unreliable be- 
cause a recurrence considered as definitely local 


might just as well be a repeated local manifestation 
in a patient with one or more additional cancerous 
foci, and because a large mass of lymph-node metas- 
tases in a patient with an apparently local recurrence 
is not unusual. It should further be observed that 
removal of the uterus does not necessarily mean that 
the patient will not develop a local recurrence later 
on. Finally, we must not forget that a number of 
local recurrences might be inoperable for other rea- 
sons than the spread of the growth, e. g., old age, 
poor general condition, rectal or bladder injuries, or 
some complicating disease. 

Hultberg ventures the opinion that the presence 
of vital cancer tissue six weeks after irradiation is 
due to insufficient treatment. It should be observed, 
however, that only in the minority of the cases of 
cervical cancer treated by irradiation does the ma- 
croscopic tumor disappear six weeks from the begin- 
ning of treatment. Therefore, it is of little impor- 
tance if the cancerous tissue has not disappeared 
microscopically in a uterus removed within six 
weeks from the beginning of treatment. No con- 
clusions as to the effect of the irradiation should be 
drawn from such observations. 

The author calculates that the number of patients 
lost at routine hysterectomy will probably exceed 
those saved by the operation. He prefers elec- 
troendothermy unless the patient is exceptionally 
well suited for operation. Attempts to prevent local 
recurrences by improving the radiotherapeutic 
technique are probably more promising than is the 
routine hysterectomy following irradiation. 

In the author’s opinion, prophylactic hysterec- 
tomy can be carried out only in either of two ways. 
One is not to wait for the result of radiotherapy but 
to operate at a suitable time, generally from six to 
eight weeks after irradiation, on all patients con- 
sidered operable. This type of intervention corre- 
sponds to the procedure recommended by Westman 
(first type of prophylactic hysterectomy). The 
second way, which is less radical, is to wait for the 
primary result of radiotherapy and to operate upon 
all patients primarily cured by irradiation. The pa- 
tients should be submitted to hysterectomy as soon 
as they are clinically cured (second type of pro- 
phylactic hysterectomy). JosepH K. Narat, M.D. 


Jansson, G: Roentgen Treatment and the Course 
of Cure of Giant-Cell Tumor in the Osseous 
System. Acta radiol., Stockh., 1944, 25: 569. 


Local fibrocystic bone diseases have been the sub- 
ject of numerous investigations during the last few 
decenniums. There is still noticeable in the nomen- 
clature a divergence of opinions concerning this type 
of osteopathy. Some investigators differentiate giant- 
cell tumors and bone cysts; others speak only of 
giant-cell tumors and include cysts under this 
heading. There are investigators who distinguish 
between juvenile bone cysts, osteitis fibrosa local- 
isata, and giant-cell tumors, while others group all 
such conditions under one heading—that of osteitis 
fibrosa. The majority of modern writers, however, 
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divide these osteopathies into juvenile bone cysts 
and benign giant-cell tumors, and avoid the diag- 
nosis “‘osteitis fibrosa.”’ 

From the roentgenological point of view, two 
groups of these osteopathies may be distinguished: 

1. Bone cysts. These occur in young persons, 
under the age of fifteen as a rule; they are situated in 
the metaphysis, generally in the upper humerus, or 
in the femur metaphysis. In roentgenogram they 
show a central, cystlike transparency of the bone 
with a thin, often expanded corticalis which grad- 
ually, and with no distinct border or interruption, 
continues in the normal cortex of the diaphysis. The 
cysts may consist of one chamber and appear to be 
homogenous, or they may have several chambers 
which give rise to a meshlike, trabecular inner struc- 
ture. They contain a thick, chocolate-colored 
mucous fluid, and the covering of the wall of the 
cysts consists of a fibrous tissue with giant cells. 

2. Benign giant-cell tumors. These are situated 
in the epiphysis, generally in the lower femoral 
epiphysis, the upper tibial epiphysis, or in the distal 
end of the radius. Usually, this tvpe of tumor occurs 
in persons between the ages of twenty and forty 
years. Clinically, pathologicoanatomically, and 
roentgenologically, they present two somewhat dif- 
ferent types: 

a. There are some that grow more slowly and 
with a less pronounced osteolysis, cortical destruc- 
tion, and expansion. They have a zone of transition 
between a healthy and a changed cortex resembling 
the one in juvenile bone cysts. In more advanced 
cases, these tumors produce great cystlike trans- 
parencies in the bone with curved outlines and a 
fairly extended meshlike trabeculation. They con- 
tain chiefly a solid mass in which the fibroid tissue 
dominates the accumulation of the giant cells. 
Giant-cell tumors located in the epiphysis of the 
lower femur often show this clinical and roentgeno- 
logical picture. 

b. The strongly progressive type of giant-cell 
tumors in which the osteolysis develops quickly, and 
which appear to be very malignant locally. Already 
at an early stage they show a disruption of the 
corticalis on the border between healthy and dis- 
eased bone. .The most conspicuous type of all is the 
one found in the distal end of the radius, the so- 
called “tennis-racket-shaped tumor.”’ In_ roent- 
genograms it appears first as a meshlike inner struc- 
ture which, however, soon disappears, and then a 
diffuse osteolysis of the diseased bone appears. The 
giant cells dominate the fibrous tissue in these 
tumors. 

In America there has been an inclination to dis- 
tinguish between the trabecular and the diffuse 
osteolytic type of these giant-cell tumors, but the 
author believes that the diffuse osteolytic type is 
only a more advanced stage of the trabecular type. 

A roentgenological feature that all of these osteo- 
pathies have in common is the lack of signs of malig- 
nancy, such as ray-shaped periosteal layers, and the 
presence of so-called tumor spurs which show their 


benign nature. This makes it possible to distinguish 
them from bone sarcoma. 

At the time when these tumors were considered to 
be sarcomas the treatment was very radical and 
amputations were generally carried out, but when 
the investigations showed them to be benign in the 
sense that they did not metastasize, less radical 
treatment was adopted, such as resection, curettage, 
and cauterization. However, relapses often oc- 
curred after such treatment. For this reason sur- 
gical operation combined with radiotherapy was 
adopted, and yet the results did not improve to any 
extent. 

On the other hand, the results of roentgen treat- 
ment proved to be excellent. However, some au- 
thors object to roentgen treatment because of in- 
juries to the soft parts, roentgen dermatitis, and 
ulcers. These arguments do not hold true since it has 
been found that large doses of roentgen rays are not 
required. The use of very large doses, or the too 
frequent repetition of the dose is harmful. The 
author states that it must be remembered that there 
are cases with an initial reaction in the form of an 
increased osteolysis, but that one should not be 
misled and recommend a surgical operation with 
the thought that a malignancy has arisen, or that 
the roentgen treatment has had no effect. 

The author reports 4 cases of giant-cell tumor 
treated with x-rays exclusively. A check-up on 
these cases in from ten to twelve years after treat- 
ment showed all of the patients to be cured. 

Josepu K. Narat, M.D. 


Truelsen, F.: Injury of Bones by Roentgen Treat- 
ment of Cancer of the Uterine Cervix. Acta 
radiol., Stockh., 1942, 23: 581. 

Injury of the bones following roentgen irradiation 
for therapeutic purposes is observed rarely. In the 
late twenties when the administration of large doses 
of therapeutic roentgen rays became the accepted 
treatment for carcinoma of the cervix uteri, there 
appeared the first reference to this possibility in the 
radiological literature. Since then a few other casu- 
istic reports were published. In all, it was noted that 
the damage always occurred in the neck of the femur, 
a fact which suggested that the poor blood supply of 
this portion of the osseous skeleton might be the con- 
tributing factor, although a certain direct influence 
of the roentgen rays on the bone cells was also 
admitted. 

The author observed since 1937, at the Radium 
Station in Copenhagen, 3 cases of fracture of the 
neck of the femur, in a series of 350 cases of carci- 
noma of the cervix treated with a combination of 
radium and roentgen therapy. The 3 cases are re- 
ported in brief résumés and the respective roent- 
genograms are reproduced to illustrate the osseous 
changes. As a rule, first there is pain in one or both 
hips, followed by impaired gait, then without trauma 
or at the slightest overexertion, fracture of the neck 
of the femur develops. In one of the author’s cases 
fracture occurred on both sides. Roentgenograms 
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reveal osteoporosis, coxa vara, and typical fracture. 
It is of interest that if no systematic examination is 
made the fracture sometimes is not discovered until 
several months later, when it already may be in the 
process of healing. 

In one case part of the bone was removed from the 
fractured area for microscopic study. It was found 
that the bone marrow was destroyed, and the pic- 
ture resembled that of osteitis fibrosa leading to 
necrobiosis or necrosis of the osseous tissue. There 
was no cellular reaction and the osteoblasts as well 
as the osteoclasts were completely absent. This sug- 
gests to the author that the primary cause of injury 
is the direct effect of the roentgen rays on the cellular 
elements themselves. The nutritive disturbance re- 
sulting from the vascular changes is a contributory 
factor. 

The conclusion is reached that osseous changes of 
the neck of the femur represent possible complica- 
tions of heavy irradiation during the treatment of 
carcinoma of the cervix uteri. Whenever such pa- 
tients develop pain in the hip or a disturbed gait, 
without there being gynecological evidence of recur- 
rence of the carcinoma, x-ray examination of the pel- 
vis should be made routinely. T. Levcutta, M.D. 


MISCELLANEOUS 


Thygesen, J. E., Videbaek, A., and Villaume, I.: The 
Treatment of Leucemia with Artificial Radio- 
active Sodium. Acta radiol., Stockh., 1944, 25: 339. 


The internal radiation therapy with artificial 
radioactive substances offers the following advan- 
tages: 

1. By enteral or parenteral administration of the 
radioactive substance a far more intimate contact 
between the source of the radiation and the object is 
established than can be obtained with the usual 
radium therapy. 

2. As the half-lives of the artificial radioactive 
isotopes, with a few exceptions, are very short com- 
pared with the half-life of radium, their effect on the 
organism is only limited in time, so that exact dosage 
is possible. As we know, the permanent radiation 
from deposited radium or thorium causes chronic 
ray intoxication with aplastic anemia, radiation 
osteitis, and the formation of sarcoma. 

3. The internal irradiation can be given so that its 
effect will be either chiefly localized or more general- 
ized, according to whether the isotope given accumu- 
lates in certain organs or distributes itself more dif- 
fusely. The localized irradiations will no doubt be 
the ones which will be of greatest interest for therapy. 

4. It is possible to give a low-intensity ray treat- 
ment. Experiments and reasoning seem to indicate 
that protracted irradiation with low intensity has a 
more markedly selective action on neoplastic and 
leucemic tissue than a more intense irradiation of 
short duration because the pathological cells accu- 
mulate the given ray energy more completely than 
normal tissues which regenerate quickly and repair 
the injuries caused by the irradiation. 


5. The cutaneous reactions resulting from the 
usual roentgen- and radium therapy are avoided, 
The often very troublesome ray intoxication caused 
by direct radiotherapy is seen only in a milder form 
with large doses of radioactive substance. 

6. The ready and speedy application will save 
time and in many cases will make it possible to treat 
the patients in an ambulatory manner. 

A drawback to internal radium therapy with arti- 
ficial radioactive elements might be found in the 
large and costly apparatus required; but the same 
drawback applies to a certain extent to ordinary 
radiation therapy. The radioactive substance can 
readily be transported, provided the transportation 
time does not constitute too large a fraction of the 
time within which the substance decays. 

The only artificial radioactive isotope used so far 
for internal treatment of leucemia is radiophos- 
phorus, P®, a pure beta-ray emitter with a half-life 
of fourteen and three tenths days. The author used 
another substance, radiosodium, Na**, which emits 
beta rays and very hard gamma rays, harder than 
those from radium, and has a half-life of fourteen and 
eight tenths hours. The manner of its distribution 
in the animal organism is different from that of most 
of the other artificial radioactive isotopes. While 
these accumulate more or less in different organs, 
radio-sodium is found almost exclusively in the 
extra- or intracellular fluid, so that its distribution 
and ray action is diffuse. In contrast to radiophos- 
phorus, which very soon leaves the blood stream, an 
almost constant level is obtained with radiosodium 
as soon as fifteen minutes after its injection into the 
vein. The excretion, which takes place through the 
urine, is very slow. Radiosodium, therefore, seems 
to be suitable for internal general irradiation of low 
intensity. It is probable that the great time factor 
here may act by way of sensitizing the leucemic tis- 
sue, so that the margin between the therapeutic and 
toxic doses becomes wide. External allover roentgen 
treatment with small, fractional doses has already 
proved of value in leucemia, for example, in cases 
that had become more or less refractory to local 
irradiations, but the method presents technical difi- 
culties, besides being expensive. 

While radiophosphorus emits only readily absorb- 
able beta rays, radiosodium emits also very hard 
gamma rays, which are only partly absorbed even in 
thick layers of tissue. A curious consequence of this 
is that with small irradiated objects, such as mice, 
nearly all of the gamma radiation is lost. 

Eight patients were treated with radioactive so- 
dium, viz., 7 with chronic lymphatic leucemia and 1 
with polycythemia vera. After boiling and dilution 
with physiological sodium chloride solution to a vol- 
ume of 20 c.c., the substance was slowly injected into 
the vein as soon as possible after the solution had 
been prepared. In no case was more than one injec- 
tion given daily. The single dose varied from 2 to 36 
millicuries, the total dosage from 6 to 178 milli- 
curies in from 1 to 12 injections, which were usually 
given at intervals of at least forty-eight hours. 
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Untoward reactions following the administration 
of the substance were seldom observed; in fact, they 
occurred only in connection with 3 injections. In 1 
case, the patient became nauseated and had a single 
attack of vomiting after receiving 10 millicuries by 
mouth; in another, there was a general sensation of 
heat, slight perspiration, increase of temperature, 
and diarrhea lasting a day; and in the third, there 
was likewise diarrhea and rise of the temperature to 
39° C. In none of the cases were the symptoms of a 
dangerous character. 

The effect of the artificial radioactive substance 
on the hemoglobin percentage and the white blood 
count was as follows: the fall in the white cell count 


and the remissions observed were similar to those 


after the exposure to roentgen rays. In the cases of 
lymphatic leucemia the hemoglobin percentage was 
almost unaffected, although radiosodium speedily 
penetrated the erythrocytes. Only in 1 case was a 
count made of the thrombocytes, which seemed to 
occur in increased numbers after treatment with 
Na™, On the other hand, there was in all of the 


cases, except Case 3 (which later proved to be re- 
fractory also to roentgen treatment) a marked effect 
on the number of leucocytes in the blood, especially 
after the largest and most frequent doses. No effect 
on the differential count could be detected. In sev- 
eral cases, about a week after the beginning of the 
treatment, an increased swelling and some tender- 
ness of the palpable lymph nodes or the enlarged 
spleen was noticed, and this was followed by a more 
or less distinct diminution of the size of the organs in 
question. 

The change in objective findings was accompa- 
nied, as a rule, by subjective improvement: the pa- 
tients became stronger, and the itching of the skin 
and the perspiration grew less or ceased altogether. 
The effect of radiosodium on polycythemia vera was 
only slight and transitory. 

The number of cases of leucemia treated is yet too 
small, and the time during which the patients have 
been observed too short, to warrant any definite ex- 
pression in regard to the permanence of the effect 
described. Josern K. Narat, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Burch, G. E., and Winsor, T.: The Relation of Total 
Insensible Loss of Weight to Water Loss from 
the Skin and Lungs of Human Subjects in a 
Subtropical Climate. Am.J.M.Sc., 1945, 209: 226. 


The relationship of insensible water loss from the 
lungs to water loss from the skin has been studied 
very briefly. Many observers have studied the total 
insensible loss in weight, defined by the equation: 
I. L. = I. W. + CO2—Oz, wherein I. L. represents 
the insensible loss of weight in grams; I. W., the 
grams of water vaporized; and CO2 and Oz, the 
gaseous exchange in the lungs. I. W. may be fur- 
ther represented as equalling I. W.s plus I. W.xz, in 
which I. W.gs represents the water in grams lost in- 
sensibly from the skin, and I. W.1 represents water 
lost insensibly from the lungs. In the normal resting 
subject, I. W. represents about 93 per cent of I. L., 
the greater part of insensible weight loss being due 
to insensible water loss. 

In studies conducted on 12 normal subjects, the 
mean rate of total insensible loss in weight was found 
to be 3.42 gm. per square meter of body surface per 
ten minutes. The mean rate of loss through the 
lungs was 1.79 gm., and through the skin 1.63 gm. 
The loss through the lungs was 52.23 per cent of the 
total insensible loss—the weight lost insensibly 
through the lungs being about the same as that lost 
through the skin. 

The mean rate of total insensible weight loss was 
found to be the same for 10 young white and 10 young 
negro normal adult males. Any differences in the 
adaptability of the two races to hot and humid en- 
vironments must not be related to cooling by insen- 
sible perspiration. 

The insensible water loss through the skin of 10 
dead bodies studied shortly after death showed a 
mean rate of loss in weight of 0.92 gm. This is con- 
sidered to be lost mainly by diffusion through the 
skin. The lower temperature of the skin of the dead 
bodies most probably explains the slower rate of 
loss of water through the skin of the dead than 
through the skin of the living. 

The skin is an efficient inhibitor of the loss of 
water by diffusion. SAMUEL Kaun, M.D. 


Walker, J., Jr., and Shenkin, H.: Studies on the 
Toxemia Syndrome after Burns II: Central 
Nervous-System Changes as a Cause of Death. 
Ann. Surg., 1945, 121: 301. 


In the course of a clinical study of burn toxemia in 
1943 and 1944, 6 patients were observed to die of 
sudden respiratory arrest at a time when hepatic and 
renal manifestations of burn toxemia were sub- 
siding. During the period of toxemia these patients 
showed varying degrees of disorientation and drowsi- 


ness which led to stupor. Occasional patients be- 
came maniacal or were subject to hallucinations, and 
all showed myoclonus and increased resistance to 
passive motion. Autopsy in every case substanti- 
ated the impression that there were organic changes 
in the brain and especially in the cortex and hypo- 
thalamus. 

Since methods of treating burn shock have im- 
proved, a number of severely burned patients sur- 
vive the first forty-eight hours only to succumb dur- 


‘ ing the next few days to what Wilson and his col- 


laborators have termed ‘‘toxemia.” There is a 
greater or lesser degree of renal damage as evidenced 
by o'iguria and azotemia, as well as some hepatic 
injury. 

The case histories of 6 patients having severe 
burns and clinical evidence of damage to the central 
nervous system are presented. Five of these pa- 
tients died in sudden respiratory failure when the 
renal and hepatic damage associated with burn 
toxemia was decreasing in severity. The sixth pa- 
tient had two episodes of apnea during the toxemic 
period but survived to die sixty-two days later of a 
pulmonary embolus. The brain in this case showed 
evidence of damage of the same type but of lesser 
degree than was seen in the other 5 patients. 

Gross examination of the brains revealed evidence 
of increased intracranial pressure with herniation of 
the cerebellar tonsils through the foramen magnum 
compressing the médulla. 

Photomicrographs of these cases show severe in- 
terstitial edema and ganglion-cell changes which 
were found to be most marked in the hypothalamus. 

It is suggested that the changes of the central 
nervous system are an important factor in the ex- 
planation of the sudden deaths occurring in the 
toxemic phase of burns. 

Joun E. Krrxpatricx, M.D. 


McLaughlin, C. W., and Holland, J. L.: Salt- 
Water Ulcers of the Extremities; Their Occur- 
rence in Japanese Survivors. U.S. Nav. M. 
Bull., 1945, 44: 494. 


The authors report the cases of 13 Japancse sur- 
vivors who had been adrift in life boats for periods of 
from six to eleven days. These individuals were found 
in three groups. They were in fair general condition 
except that 2 had been previously wounded, and 1 
was suffering from exposure and exhaustion. All 
survivors had severe first-degree sunburn of all ex- 
posed surfaces. Identical skin lesions were present 
on the forearms, legs, thighs, and buttocks of 6 of 
these survivors. In their early stages the lesions ap- 
peared as small blisters which became replaced by 
discoloration and gangrene of the skin. These areas 
subsequently sloughed, leaving ulcers which varied 
in size from 0.5 to 3 cm. They appeared principally 
on the extensor surfaces of the extremities. Finally, 
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these lesions appeared as deep circular or oval 
punched-out ulcers with a pinkish gray granulating 
base. The ulcer edges were extremely sensitive, even 
though there was no inflammatory reaction. When 
several of these lesions were present on the legs or 
forearms, a moderate degree of edema of the feet or 
hands was present, and fever ranged from 99° to 
101° F. Two survivors showed similar lesions on the 
palms of the hands, though none were seen on the 
soles of the feet, on the neck, or on the face. There 
was no tendency for these ulcers to coalesce or 
spread. 

treatment consisted of the application of sterile 
dressings with or without the use of an antiseptic and 
sulfanilamide powder. The final therapy consisted of 
careful cleansing of the extremities and the applica- 
tion of sterile boric-acid ointment and pressure dress- 
ings. 

Healing was slow. Smears taken from the ulcers 
showed few organisms. No difference in healing time 
could be noted in those cases in which antiseptics or 
sulfanilamide powder had been used in the initial 
treatment in contrast with those in which only 
sterile dry dressings were applied. A frank pyoderma 
developed in one case. These lesions seemed to cor- 
respond in many ways with the so-called “tropical 
ulcers’’ or ‘desert sores” reported from the African 
theater of war. 

The authors believe that the salt water was the 
most important etiological factor in the production 
of these ulcers. Vitamin deficiency and diet were not 
considered as important. None of these individuals 
presented the picture of ‘‘immersion foot.” The le- 
sions were apparently not bacterial in origin. The 
prevention of salt water ulcers is undoubtedly de- 
pendent upon the protection of all exposed surfaces 
in individuals adrift. If available, some bland oint- 
ment should be applied to the skin of the extremities 
and buttocks as a prophylactic measure by the indi- 
viduals who are cast adrift. 

RicHARD J. BENNETT, JR., M.D. 


Dobes, W. L., and Nippert, P. H.: Clinical Aspects 
and Treatment of Cutaneous Cancer. J. M. 
Ass. Georgia, 1945, 34: 25. 


The death rate from skin cancers and their 
metastases is comparatively high, and frequently the 
physician as well as the layman is to blame. Early 
as well as late malignant involvement of the skin is 
frequently belittled by the patient because there is 
no pain, the growth is slow, and usually the lesion 
appears innocent to the individual who has observed 
it daily for many months or years. 

The appearance of early cancer of the skin is fre- 
quently confusing even to the physician and many 
cases are diagnosed as moles, warts, fibromas, or 
other benign tumors. Because of misdiagnoses, 
en tumors are treated ineffectively or not treated 
at all. 

Excluding melanomas, the skin cancers may be 
placed into two general types: the basal-cell car- 
cinoma and the squamous-cell carcinoma. While me- 


tastases are common in the squamous-cell carcinoma, 
they are extremely rare in the basal-cell carcinoma. 

Ill-advised surgery may cure the skin cancer but 
also cause unnecessary deformity. Overzealous roent- 
gen and radium irradiation is not only deforming 
but may be dangerous. Squamous-cell carcinomas 
may develop in sites of a radiodermatitis. These 
cancers must be removed surgically. Surgical treat- 
ment is also required for skin carcinomas that de- 
velop in such diseases as xeroderma pigmentosa, 
acrodermatitis chronica atrophicans, lupus vulgaris, 
and lupus erythematosus. Surgery is also recom- 
mended in epidermoid carcinoma which arises in 
areas of scars from burns. These scars consist of 
fibrotic and relatively avascular tissue and the 
tumors arising in these areas are not radiosensitive. 

The authors share the experience of others in that 
radium has no advantage over roentgen-ray therapy 
in skin carcinomas. Radium is more convenient 
and for this reason more efficacious when the disease 
is located in inaccessible locations, such as the ex- 
ternal auditory meatus or the nasal mucosa. 

Three hundred and four patients with skin cancer 
were treated and observed by the authors for one 
or more years. Of these patients, 91 had squamous- 
cell carcinomas (30 per cent), and 213 had basal-cell 
carcinomas (70 per cent). Only early cases of 
squamous-cell carcinoma were treated. 

Cures were obtained in 97.7 per cent of the basal- 
cell carcinomas and in 84.6 per cent of the squamous- 
cell carcinomas. In the great majority of the cases 
the authors used some surgical procedure or electro- 
desiccation with curettage. This was followed by 
roentgen-ray irradiation, and in a few selected cases 
by radium irradiation. With this combination of 
methods they obtained a high percentage of cures 
and also good cosmetic results. 

JoserH K. Narat, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Englehorn, T. D., and Wellman, W. E.: Filariasis in 
_ Soldiers on an Island in the South Pacific. Am. 
J. M.Sc., 1945, 209: 141. 


This clinical picture of early filariasis was based on 
observations made on 127 American soldiers. The 
incubation period of filariasis, as determined from 
the symptoms, varied from three to fourteen months. 
Early symptoms were undiagnosable and consisted 
of anorexia, vomiting, and variable pains, especially 
in the groin, spermatic cord, testicles, and thighs. 
Within from ten to fourteen days of the latter 
symptoms, scrotal involvement became apparent in 
75 per cent of the soldiers. Acute epididymitis and 
funiculitis were constant findings. The cord could 
be palpated and found to be from two to five times 
its normal size. Hydrocele was not observed. In- 
volvement of the superficial lymph nodes was less 
frequent. The course of spread was peripheral, as 
from the superficial inguinal nodes to the more distal 
nodes. Only 2 soldiers developed abscesses. These 
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were deep, with numerous pockets. The pus was 
thin and greenish and contained no demonstrable 
organisms. In a small number of cases soft non- 
suppurative swellings were found to appear or recur 
in conjunction with urticaria. The blood count was 
not characteristic except for the late appearance, in 
44 per cent of the cases, of an eosinophilia which 
varied from 4 to 44 per cent. 

In the 127 cases, microfilariae and adult worms 
were not demonstrated. The early symptoms de- 
scribed, subsided slowly but were aggravated by 
exertion and hot weather. Recurrences usually ap- 
peared after a period of from one to three months. 
These were more severe and persistent. All of these 
cases were evacuated early to the United States. 

Epidemiological studies revealed that the disease 
incidence depended upon the proximity of the mili- 
tary installation to native villages. When contacts 
were close with the natives, almost 50 per cent of the 
military personnel became infected. In one service 
unit, several hundred yards away from the nearest 
village, 28 per cent of the personnel developed signs 
of filariasis within a period of twelve months. In 
another group, stationed five miles away from the 
native villages, the incidence was 6 per cent at the 
end of the year. It is believed that the latter varia- 
tions may be accounted for on the basis that the dis- 
ease was not transmitted at night, since the mos- 
quito, Aedes scutellaris, was a day-biter and the 
camps farthest away from the natives offered the 
least exposure to infected vectors. 

In 4o per cent of a series of 100 natives, micro- 
filariae were found in the blood. The possibility that 
elephantiasis will occur in our soldiers is not likely 
since they were immediately evacuated home; thus 
repeated infection was eliminated and such sequelae 
as elephantiasis were precluded. 

BENJAMIN G. P. SHarrrorr, M.D. 


Smith, F.R., Jr.: Filariasis; A Study of 737 Patients 
So Diagnosed. U.S. Nav. M. Bull., 1945, 44: 719. 


Examinations and health records of 737 white 
patients admitted to a Naval mobile hospital in 
New Caledonia provide the basis for this study. In 
26 per cent of the cases the diagnosis of filariasis was 
considered tenable only upon the past history; in 33 
per cent upon the history and physical examination 
elsewhere; in 25 per cent upon physical examination 
during the reported period of observation; and in 
16 per cent the diagnosis was untenable throughout. 
Smears for microfilariae were discontinued after a 
large series of cases had shown consistently negative 
results. The arms were the most frequent site of the 
symptoms, and abnormal fatigue, irritability, ner- 
vousness, and loss of libido were frequent. Acute 
lymphangitis of the scrotum and elephantiasis were 
not encountered. Very few patients had the acute 
symptoms of filariasis during their stay and febrile 
periods were not noted. The typical centrifugal 
lymphangitis was found only 9g times, all in the arms. 

The author concludes that the symptoms and 
signs ascribed to filariasis in American troops in the 
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area in question by some medical examiners are 
greatly overemphasized, and that there are fewer 
individual cases in the active stage than “‘F”’ cards 
would indicate. The variance in psychosomatic re. 
sponse makes a careful differentiation between the 
actual disease and “‘pseudofilariasis” difficult. At 
this time there is no way to predict individual 
relapses and progressions. In the absence of the 
detection of the causative parasite the diagnosis 
must rest on the physical findings. The presence of 
the following findings is believed to make tenable 
a diagnosis of filariasis: 

A centrifugal or retrograde lymphangitis with or 
without an erythematous rash; a tender satellite 
gland, smaller and firmer than that accompanying 
a pyogenic infection; a temporary firm edema in- 
creased by exercise and diminished by rest; fullness 
of the forearm, most pronounced in the volar aspect, 
the superficial veins being less visible; .a palpable 
cordlike fullness along a lymph channel; fullness 
and tenderness of the spermatic cord and epididymis; 
regional lymphadenopathy or aberrant lymph nodes; 
and a history of duty in Samoa or similar endemic 
areas. WALTER H. Nap ter, M.D. 


Craig, W. M., Thompson, G. J., Hutter, A. M., 
Barksdale, E. E., and Others: Penicillin; A 
Progress Report. U.S. Nav. M. Bull. 1945, 44: 453. 


Penicillin is composed of carbon, hydrogen, oxy- 
gen, and at least one atom of nitrogen. Its molecular 
weight is small, and no stable ring structure is 
present. It behaves as an organic acid, and forms 
salts with ammonium, sodium, calcium, barium, and 
strontium, and esters with a number of hydroxyl- 
containing substances. The free acid and several 
salts are used in therapy. 

Most highly refined penicillin is a yellowish pow- 
der, readily soluble in water and a number of organic 
solvents. Heating results in decomposition, and de- 
terioration takes place at either extreme of pH. The 
dry salts retain their potency for months, but when 
the salts are in solution they deteriorate at a speed 
varying directly with the temperature. 

It is questionable whether penicillin should be 
classed as a bacteriostat or bactericide. The im- 
mediate result of the drug on susceptible organisms 
is a loss of the ability of the organisms to proliferate 
in logarithmic progression. Later, there is an actual 
decrease in the number of the organisms. Since in- 
fection is a struggle between proliferation of the 
invading strain and the defense mechanism of the 
host, a mere slowing of the rate of bacterial division 
is sufficient to lead to recovery in most cases. The 
concentration of penicillin necessary to impair pro- 
liferation varies considerably both between and 
within species. For many pyogenic forms, 0.02 unit 
per cubic centimeters is an effective level, while for 
other species 10 times as much is necessary. 

When injected intramuscularly or subcutaneously, 
penicillin rapidly passes into the blood. It is poorly 
absorbed when given rectally. It is destroyed by 
normal gastric secretions. Diffusion throughout the 
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tissues appears to be rapid. It is eliminated rapidly 
in the urine, over 50 per cent of a single dose being 
excreted within one or two hours. The remainder 
is apparently destroyed in the body. Penicillin is 
practically innocuous when used as recommended. 

Rigid standardization of dosage should be avoided; 
the individual patient should be treated according to 
his needs. Strenuous treatment for a short interval 
is preferable to small doses over an extended period. 
Doses ranging from 60,000 to 360,000 units in a 
twenty-four-hour period have been found to be satis- 
factory for the control of most infectious processes. 
Three methods of administration have been used: 
continuous intravenous drip, intramuscular injec- 
tion, and continuous intramuscular drip. For topical 
application, penicillin has been dissolved in saline 
solution to a concentration of from 250 to 500 units 
per cubic centimeter. Ointment bases have also been 
used, 500 units per gram of base. 

With the use of penicillin, drainage of pyogenic 
collections can safely be delayed until the patient 
is in ideal condition. The risk of metastatic dissemi- 
nation or septicemia is minimized once effective 
penicillin therapy is established. Local progression 
of pyogenic processes is usually halted, and the total 
area of involvement is held toa minimum. The flora 
of abscesses is often changed by penicillin therapy, 
so that with mixed infections the more dangerous 
cocci are frequently eliminated. The danger of dis- 
semination at the time of surgical intervention is 
greatly reduced by the use of penicillin. This allows 
the safer performance of more radical procedures 
than were formerly possible. The use of penicillin 
parenterally and topically often permits the use of 
conservative surgical techniques which previously 
were unsafe or unsatisfactory. 

Strict attention to the daily caloric, protein, and 
vitamin intake of patients with infectious diseases 
greatly augments the success of the specific therapy. 
In order to realize fully the potentialities of penicil- 
lin treatment, advantage should be taken of all ac- 
cessory and supportive aids. Sulfonamides and bio- 
logics, with penicillin, often prove very useful. 

A detailed report of the effect of penicillin therapy 
on the various infections of 1,455 patients is given. 

SAMUEL Kaun, M.D. 


Wolohan, M. B., and Cutting, W. C.: A Simple 
Technique for the Estimation of Penicillin in 
the Blood and Other Body Fluids. J. Lab. Clin. 
M., 1945, 30: 161. 


A simplification of Fleming’s method for the esti- 
mation of penicillin is described: 

Eight small Wassermann test tubes are set up in a 
suitable rack. In each, except the first, 0.@ c.c. of 
physiological salt solution are placed. In the first 
and second tubes 0.2 c.c. of the unknown, whole, 
citrated blood are.added. From the second tube, 
0.2 c.c. are transferred to the third tube; then, from 
the third, 0.2 c.c. are transferred to the fourth tube, 
and so on, to make serial dilutions; 0.2 c.c. are dis- 
carded from the last tube. 
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To each of the 8 tubes are added 0.2 c.c. of a sus- 
pension of hemolytic streptococci in broth, prepared 
as follows: 

Streptococci from a twenty-four-hour culture in 
broth are transferred by loop to fresh broth. One 
loop of streptococci is used for each cubic centimeter 
of broth, and enough of the suspension is prepared 
to make assays of all the unknown and control blood 
samples to be examined. 

Each tube is shaken, and then when it is almost 
horizontal, a glass capillary tube about 6 cm. long 
is filled by capillary action from it. While the capillary 
tube is still being held horizontally, the end is em- 
bedded in a layer of modeling clay, to fill a groove in 
asmall board. When all of the capillary tubes are in 
place, in a row, the board is turned so that the tubes 
are upright. 

After incubation for twenty-four hours at 37° C., 
the tubes are inspected for the presence of hemolysis 
and colonies of streptococci. 

For the controls a series of tubes, as for the un- 
known blood, are set up, but defibrinated horse 
blood containing 1 unit of penicillin per cubic centi- 
meter, is used in place of the unknown blood sample. 

The most dilute control capillary without hemoly- 
sis and bacterial colonies indicates the dilution of 1 
unit of penicillin which will inhibit the inoculum of 
streptococci. The preceding tube indicates the dilu- 
tion of 0.5 unit which will inhibit the streptococci, 
and so forth. By comparison of the end point in the 
control series and that in the unknown series, the 
concentration of penicillin in the latter is estimated. 
Thus if the end point in the control series is in the 
sixth tube, as it usually is, the unknown contains 1 
unit if it, also, gives the end point in the sixth tube; 
- 5 a7 if the end point is in the fifth tube, and so 

orth. 

The concentration of penicillin in other body 
fluids may be determined similarly. Urine must be 
diluted before the estimation to bring the usually 
high urinary penicillin levels into the range of the 
blood levels. Urine is usually diluted with 9 parts of 
defibrinated horse blood, but broth may be used and 
the end point is then determined only on the basis of 
colony growth. The final values must be corrected 
for the dilution factor. SAMUEL Kaun, M.D. 


Gallardo, E.: The Sensitivity of Bacteria from In- 
fected Wounds to Penicillin: Results in 112 
Cases. War Med., Chi., 1945, 7: 100. 


Strains of staphylococci from 112 cases of trau- 
matic wounds of the extremities and infections of 
two weeks’ duration or more, all of which had been 
treated with one or more of the sulfonamide drugs 
previous to admission to the hospital, were sub- 
jected to study by a method described in a previous 
report by the author. (Sensitivity of Bacteria from 
Infected Wounds to Penicillin: Method of Assay. 
War Med. Chi. 1944, 6: 86). No constant relation- 
ship was discoverable between the factor of patho- 
genicity as disclosed by the coagulase test, and the 
factor of resistance to penicillin. 
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Only 94 of the 112 cases were positive for the 
staphylococcus, but as both pathogens and non- 
pathogens were recovered from the same patient in 
14 instances, the total number of strains isolated 
numbered 108. Of these 108 strains, 85 were found 
to be pathogenic (coagulase-positive) and 23 non- 
pathogenic. A total of 24 of the 108 strains, or 22.2 
per cent, were determined either to be naturally 
resistant to penicillin from the beginning or to have 
become penicillin-fast later in the course of penicillin 
treatment. 

These same figures when broken down into those 
for the pathogenic and nonpathogenic groups dis- 
closed a natural resistance in 11 of the pathogenic, 
and 4 of the nonpathogenic strains, and an acquired 
fastness in 8 of the pathogenic, and 1 of the non- 
pathogenic strains. In the instances of acquired 
fastness the organism obtained in the original cul- 
ture, before penicillin treatment was started, was 
found to be sensitive to the drug, whereas that of 
subsequent cultures from the same lesion was later 
determined to be resistant. In these penicillin-fast 
strains the exact period at which the organism be- 
came fast to this drug was not established because 
of the irregular intervals between the late (subse- 
quent) cultures; but differences of from five to forty 
days were noted, which suggested that individual 
variations may be of considerable range, and de- 
pend on factors as yet undetermined. 

Whether the figures here detailed represent a true 
ratio of penicillin-resistant strains for both types 
of staphylococci cannot be ascertained until more 
results from various sources are analyzed. Never- 
theless existing evidence as shown by the figures 
given and also in the review of the literature in the 
original article, points to the high rate of natural 
and acquired in-vivo resistance among pathogenic 
strains and emphasizes the importance of a routine 
assay of the sensitivity of bacteria from infected foci 
in all patients for whom penicillin therapy is con- 
templated or is in progress. 

Joun W. BRENNAN, M.D. 


DUCTLESS GLANDS 


Iason, A. H.: Iodine and Thyroidism. Surgery,1945, 
17: 440. 

Iason presents a brief historical review of the dis- 
covery and use of iodine from 1811 to 1930. He 
points out that the units of thyroid tissue are gland- 
ular vesicles which remove iodine from the blood and 
convert it into an active hormone. A constituent of 
this hormone, thyrotoxine, was identified and later 
synthesized. 

The substance formed by the thyroid cells passes 
into the lumen of the vesicle where it is stored as a 
colloid. This is resorbed through the thyroid cells 
and sent into the blood stream. The histological 
structure of the gland is a gauge of its functional 
activity. Inadequate activity, or overactivity, may 
consequently be evidenced by histological examina- 
tion. Not only is the activity of the normal thyroid 
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tissue cyclic, but in diseased thyroids different parts 
of the gland may show different degrees of function 
or actual dysfunction. 

The iodine content of the gland is the determinant 
factor in its activity; if the total is adequate there 
is no dysfunction, but if it drops below a specific 
level, accelerated activity and hyperplasia are 
exigent for physiological requirements. 

It is of interest to note that the thyroid glands of 
fetuses and of newborn infants are iodine-free. 

The basic function of the thyroid is the produc. 
tion of thyroxine to maintain the metabolic rate 
higher than it would otherwise be, and through 
variation in activity to alter the metabolic rate in 
accordance with physiological needs. 

With a total cessation of thyroid function the 
oxygen consumption or basal metabolic rate falls to 
40 per cent. Incidentally, 1 mgm. of thyroxine 
causes an increase in metabolism of about 1,o0co 
calories in a normal person. 

It is known that iodine and thyroid function are 
interdependent because the gland is the principal 
storehouse of the element. So far as is known it is 
the only organ capable of elaborating an iodine-con- 
taining substance. 

The fundamental features of iodine metabolism in 
exophthalmic goiter are the following: (1) in un- 
treated patients the thyroid-gland iodine is lessened; 
(2) the blood iodine is usually increased in untreated 
persons; (3) the urinary excretion of iodine is ordi- 
narily increased; (4) exophthalmic goiter reveals a 
progressively decreasing iodine balance. However, 
patients with toxic nodular goiter present an even 
greater negative iodine balance due to a greater 
urinary excretion, and immediately following thy- 
roidectomy a rise occurs in the blood iodine of non- 
iodinized patients, whereas there is a decrease in 
those treated with iodine. 

It seems probable that hyperthyroidism is the 
result of an excessive discharge of the reserve iodine 
into the system by the chemical disorganization of 
the substance which normally holds it is storage. 
The iodine thus cast into the system produces hyper- 
thyroidism, and a sudden explosion in the iodine 
stores of the thyroid gland is all that is needed to 
flood the system with iodine and start the afore- 
mentioned disease. This is probably what occurs 
when the disease is started by fright or sudden 
shock. Psychic trauma and emotional upsets often 
start symptoms of toxicosis, doubtless because of 
the interdependence of the diencephalon and the 
pituitary. Nevertheless, it is known that hyper- 
thyroidism is responsible for the stimulation of 
psychic emotions. It is obscure by what means 
lodinesis normally set free from the thyroid gland, 
although it is assumed that it is governed by laws of 
chemistry which are under the control of nervous 
impulses. . 

The physiological and chemical role of iodine in 
thyrotoxicosis is still shrouded in a veritable theo- 
retic fog. This is also true of the frequent return of 
the syndrome to its previous or more advanced stage 
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after a few weeks of iodine medication. And still 
seeking a Scientific explanation is the answer to the 
question: “Why does iodine induce a specific re- 
sponse in thyrotoxicosis—a response which is absent 
when iodine is administered to normal persons?” 
This response in thyrotoxicosis makes confusion 
more confounded in that it is absent in experimental 
hyperthyroidism when thyroid extract is used in 
men and beasts, as was shown by Carson, in 1928. 
BENJAMIN GOLDMAN, M.D. 


Donald, J. B., and Dunlop, D. M.: Thyroid Hyper- 
plasia after Prolonged Excessive Dosage with 
Thiouracil. Brit. M.J., 1945, 1: 117. 


The authors have treated 31 cases of thyroid hy- 
perplasia with thiouracil. The results on the whole 
have been most encouraging. Only 1 patient de- 
veloped serious toxic reactions consisting of leucope- 
nia and signs of acute sensitivity. The optimum 
dosage of the drug during the initial period of treat- 
ment should be 0.6 gm. daily. This dosage should be 
kept up for three or four weeks. Later the dosage 
may be reduced to 0.2 gm. daily or even o.1 gm. 
daily. 

Through a ‘misunderstanding, a patient aged 
thirty-three years with a small primary nodular goi- 
ter and toxic symptoms of one year’s duration re- 
ceived 0.4 gm. of thiouracil daily for five and a half 
months. By this time the swelling of the neck be- 
came pronounced and there was evidence of myxe- 
dema. Her basal metabolism had fallen from an 
original of plus 55 to minus 20. There was no signifi- 
cant alteration in her white blood count. A thyroid- 
ectomy, principally for cosmetic reasons, was per- 
formed with satisfactory recovery. 

O. Latimer, M.D. 


Kemper, C. F.: The Treatment of Addison’s Disease 
by the Implantation Method. Ann. Int. M., 
1945, 22: 161. 


The rmost obvious and measurable defects of su- 
prarenal insufficiency are a loss of normal control of 
pigment deposit in the skin, a loss of the normal reg- 
ulation of the carbohydrate metabolism, and a loss 
of the normal power of retaining the blood electro- 
lytes. The first is unimportant. However, the de- 
fect of carbohydrate regulation and that of main- 
taining normal electrolyte blood levels are exceed- 
ingly important. The control of the electrolyte level 
is brought about quickly and effectively by desoxy- 
corticosterone replacement therapy, although it in 
no way corrects the defect in carbohydrate regula- 
tion. Fortunately, the consequences of this defect 
are not usually grave. 

Because the steroid compound is impotent when 
taken by mouth and only weakly potent when ad- 
ministered sublingually, it is marketed in oil for in- 
tramuscular injection. In order to obviate the ob- 
jections to frequent hypodermic injections, sterile 
pellets consisting of 125 mgm. of the drug are manu- 
factured under the trade name of ‘Percortin’ and 
are intended to be used as subcutaneous implants. 
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Before implantation, an attempt to determine as 
accurately as possible the daily hormone require- 

ment of the patient is made. This may take two or 

three months. A satisfactory procedure for deter- 

mining the daily hormonal requirement is to give 

the patient from 3 to 6 gm. of salt each day, in the 

form of 1 gm. of enteric sodium chloride with each 

meal and a daily subcutaneous injection of 1 c.c. of 

the oily solution, which amounts to 5 mgm. of the 

steroid compound. 

The patient should be carefully examined each day, 
the physician taking particular note of increase in 
weight, vascular tension, and pitting edema of the 
shins. Should a rapid increase in weight or pitting 
edema occur, the daily dose should be reduced by 
half, but the daily injections continued. By trial 
and error it will be possible to determine the appro- 
priate dose which will give to the patient a feeling of 
well being and make his weight, strength, and vas- 
cular tension approximately normal. 

It has been determined by animal experimentation 
and clinical use that 1 pellet of desoxycorticosterone 
acetate, weighing 125 mgm., when implanted under 
the skin, gives off approximately 0.5 mgm. of the 
hormone in twenty-four hours. If the patient’s 
daily dosage requirement has been determined to be 
5 mgm. of the steroid compound, then it will require 
the implantation of 10 pellets to meet adequately 
his daily hormonal needs. Theoretically, such implan- 
tation should be effective for approximately two 
hundred and fifty days. Practically, it may effect ade- 
quate control for a period ranging from ten to fifteen 
months. 

Under local anesthesia the pellets are implanted 
in the subcutaneous tissues, preferably at a distance 
of at least 1.5 or 2.0 cm. from the site of the incision, 
usually in the infrascapular region but always under 
the strictest asepsis. 

Another technique for the implanting of crystal- 
line hormone pellets employs a small trocar and glass- 
rod obturator which reduces the length of the skin 
incision and so simplifies the implantation tech- 
nique that it bids fair to become a simple office or 
at least dressing-room procedure. 

Although pellet implantation is a moderately 
satisfactory, and perhaps the best, method for treat- 
ing uncomplicated Addison’s disease at this time, it 
has no place in the treatment of crises of adrenal in- 
sufficiency, whatever the cause. These are still best 
treated by rest, sodium chloride solution (given in- 
travenously), cortical adrenal extract, and desoxycor- 
ticosterone acetate in oil—all in quantities relatively 
massive as compared to the maintenance or stand- 
ardizing doses which have been previously recom- 
mended. 

Any thought of pellet implantation must always 
be preceded by 100 per cent diagnosis, and perhaps 
a warning to patients to avoid foods known to be 
rich in potassium is advisable. 

Pellets are re-implanted about once a year after 
redetermining the patient’s daily hormone require- 
ments. STEPHEN A. ZreEMAN, M.D. 
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Roholm, K., and Teilum, G.: Feminizing Tumors 
of the Suprarenal Cortex, with Description of a 
Case. Acta med. scand., 1942, 111: 190. 


Tumors of the suprarenal cortex frequently cause 
abnormal masculinization in women. It has now 
been found that they often have a feminizing action 
in men. A case of the latter type is described; it oc- 
curred in a man of forty-four who up until 1940 had 
lived a normal life. He was married and had 4 
healthy children; his sexual life had been normal. 
However, for three years his breasts had been in- 
creasing in size until they were as large as half an 
orange. In 1939 he began to be fatigued and have 
functional dyspnea followed by a moderate loss of 
weight, as well as pain in the anterior part of the left 
half of the chest. The breasts were made up of 
fibrous tissue with scattered gland lumens here and 
there. There was no secretion. During the course of 
his illness, from his first admission to the hospital 
on March 9g, 1940 to his death fifteen months later, 
libido and potency disappeared completely. The 
penis and testicles were small. There was a con- 
siderable increase of androgenic hormone in the 
urine and an enormous increase of estrogenic hor- 
mone; the amount of gonadotropic hormone was 
normal. The Friedman reaction was negative. His- 
tologically the tumor was a carcinoma of the left 
suprarenal cortex. Photomicrographs of the histo- 
logical findings are given. There were metastases in 
the lungs, liver, and opposite suprarenal gland. 

Six similar cases were described in the literature, 
and a table is given showing the outstanding symp- 
toms, which were about the same in all the cases. 

Pathological changes in the suprarenal cortex may 
cause not only an increased production of normal 
sex hormones but also the production of other steroid 
substances which influence the accessory sex charac- 
teristics. This accounts for the virilizing or feminizing 
effect of these tumors. Auprey G. Morcan, M.D. 


Luft, R.: On the Determination of Urinary 17-Ke- 
tosteroids and Its Clinical Significance. Acta 
med. scand., 1943, 115: 277. 


The author gives a general review of the methods 
of determining androgenic or masculinizing hor- 
mones in the urine, and discusses whether the dem- 
onstration of such hormones in the urine shows the 
functional condition of the endocrine gland which 
secretes the hormone. A perfectly reliable and sim- 
ple method of determining andrins in the urine has 
not yet been worked out; however, the chemical 
methods, based on colorometric examination, have 
proved superior to the biological methods. The au- 
thor used a modification of Zimmermann’s original 
chemical method for andrin determination. 

He tested the urine of 17 healthy men and 10 
healthy women by this method and gives tables 
showing the details of the results. Four andrins have 
been demonstrated in the urine. In the male they are 
excreted largely by the testicle, but also to a certain 
extent by the adrenal cortex; in women they are 
excreted almost entirely by the adrenal cortex. The 


determination, therefore, should be of clinical value 
in conditions of insufficiency of the testicles in males, 
and diseases of the suprarenal cortex in both sexes, 
That this is true is shown by the author’s descrip- 
tions of cases of insufficiency of the testicles in men, 
and of Addison’s disease in women. In the men there 
was a greatly decreased excretion of andrin, although 
a certain amount was still excreted. In the 5 cases of 
Addison’s disease in women there was a progressive 
decrease in andrin secretion. This continued in 
spite of treatment with Cortin DOCA, although this 
preparation improved the clinical condition of the 
patients. Three of these patients died and autopsy 
showed destruction of the suprarenal glands. 

Two cases of hyperplastic changes in the cortex 
of the suprarenal glands in young boys are also de- 
scribed. The patients were seven years, and two 
years five months of age, respectively. In one case 
there was a diffuse hyperplasia of the cortex of one 
suprarenal gland, and in the other a cancer of the 
suprarenal cortex. In both boys the andrin excre- 
tion was greatly increased, and both of them showed 
premature development of secondary sexual char- 
acteristics. Aubrey G. Morcan, M.D. 


Plum, P.: Spermatogenesis in a Eunuchoid Man, 
Thirty-Two Years Old, after Four Years of 
Hormone Therapy. Acta med. scand., 1943, 115: 36. 


The author does not know of any previous case in 
which spermatogenesis has been established in an 
adult eunuchoid man. He describes the case of a man 
of twenty-eight who came to him in 1938. 

This man had never had an ejaculation and only 
occasional suggestions of sex desire. He was tall 
and slender with feminine proportions and was about 
10 kgm. underweight for his height and age. He was 
treated with both gonadotropic and testicular hor- 
mones with very good effect. Photographs before 
and after four years of treatment show the change 
to a masculine type of build. In 1941 he was mar- 
ried, and he has stated that his married life has been 
normal and satisfactory. In the course of the four 
years he has been given 377 injections of hormonal 
preparations. After nine months of treatment the 
patient had an ejaculation, and after four years 
spermatozoa appeared in the ejaculate. The treat- 
ment will be continued with gonadotropic hormone 
as it is reasonable to expect that the spermatozoa 
may become normal quantitatively and possibly also 
qualitatively. The use of testicular hormone will be 
discontinued as animal experiment and clinical ex- 
perience have shown that this preparation decreases 
the number and motility of the spermatozoa. 

Auprey G. Morcan, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Bauer, W. H., and Fox, R. A.: Adenomyoepithe- 
lioma (Cylindroma) of the Palatal Mucous 
Glands. Arch. Path., Chic., 1945, 39: 96. 


Cylindromas, according to the authors, originate 
from the palatal mucous glands, may be remotely 
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similar to ‘‘mixed tumors,” and are essentially be- 
nign, but they are capable of undergoing malignant 
changes. The authors prefer to designate them as 
adenomyoepitheliomas and consider them to be an 
entity in themselves. 

Their conclusions are based upon the study of 3 
tumors classified as cylindromas and 3 tumors classi- 
fied as adenocarcinomas of the palate. Three con- 
cepts form the basis of this study: (1) the develop- 
ment of the homogeneous stroma and its relationship 
to the parenchyma, (2) the derivation of the paren- 
chyma, and (3) a consideration of whether a pure 
palatine cylindroma is a mixed tumor or an adeno- 
carcinoma. R. A. Bercer, M.D. 


Hoffmeyer, J.: The Histological Picture of Breast 
Cancer after Preoperative Roentgen Irradia- 
tion. A Study of 50 Cases. Acta radiol., Stockh., 
1943, 24: 419. 

A review of the previous literature on the subject 
of breast cancer shows that preoperative irradiation 
by the fractional method has proved to be the best 
method of applying radiation in the treatment of 
cancer of the breast. 

The author discusses 50 cases which he treated by 
this method, in all of which a histological examina- 
tion was made after treatment. Photomicrographs 
of the findings in some of the cases are given. The 
total dosage varied from 1,000 to 4,800 roentgens. 
Details of the technique are given. 

Macroscopic examination after irradiation showed 
that in 2 of the cases the tumor had disappeared 
entirely, in 2 it could barely be felt on palpation, in 
36 there were varying degrees of decrease in size, and 
in 10 there was no change at all. Microscopic exam- 
ination did not show that injury and destruction of 
the cancer cells ran parallel with the decrease in the 
size of the tumor. The cancer cells were not com- 
pletely destroyed in any case. There were, however, 
distinct degenerative changes in the cancer cells 
which in 3 cases were so great that it is probable 
that cancer sterilization had been brought about. 
Adair reports complete destruction of the cancer 
cells in 7 of 36 cases. In 7 of the author’s cases no 
invading cancer cells could be found; in 11 there was 
only doubtful invasion; and in the 32 others there 
were distinct zones of invasion of varying breadth. 
A table is given showing the varying degrees of in- 
vasion in the different cases. There seemed to be 
less marked invasion in the cases that were given 
the highest doses. No definite relationship could be 
demonstrated between the degree of invasion and 
the length of treatment time or the interval between 
irradiation and operation. The length of time be- 
tween irradiation and operation generally varied 
from four to six weeks. In 1 case in which the in- 
terval was forty-nine days there was a marked pro- 
liferation of cells in a tumor that had shown marked 
eflects of irradiation. The author believes, there- 
fore, that operation should not be too long delayed. 
There were cells of the pleomorphous type, described 
by Halley and Meineck, in most of the cases, but in 
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none of the cases did they constitute the majority of 
the degenerated cells. There was no stroma reaction 
or only a slight one in 37 of the cases. In the 13 
other cases there was a medium or intense reaction. 
There were only slight changes in the blood vessels 
which could hardly have been related to the changes 
in the cells. 

The author agrees with Reuterwall that the rays 
stimulate the natural tendency of breast cancer 
toward healing. Auprey G. Morean, M.D. 


McKibbin, J. P., and McDonald, J. R.: The Sig- 
nificance of Polymorphonuclear Leucocytes 
in Gall Bladders. Surgery, 1945, 17: 319. 


The presence of polymorphonuclear leucocytes in 
the walls of the gall bladder, when examined mi- 
croscopically, is not in itself an indication of inflam- 
mation when it is not associated with other signs of 
inflammation, and should not be interpreted as such. 

These polymorphonuclear leucocytes are serving 
a metabolic function rather than an inflammatory 
function when not associated with other signs of 
inflammation. 

The iodized dye used in the preoperative roent- 
genographic visualization of the gall bladder does 
not have any association with the polymorpho- 
nuclear leucocytes in surgically removed specimens. 


Brachetto-Brian, D.: The Origin and Developmen- 
tal Cycle of the Myeloplax of Bone Tumors— 
Benign Variety (Origen y ciclo evolutivo de la 
mieloplaxa de los tumores de los huesos—var. 
benigna). Prensa med. argent., 1944, 31: 2477. 


The author had an opportunity to study the much 
discussed myeloplax of benign bone tumors in several 
specimens of such tumors that were free of hemorrhage 
and signs of regression, so that particularly clear 
pictures were obtained. The histological pictures of 
the myeloxplax in the various stages of development 
are reproduced. 

These cells originate from the nuclei of the syncy- 
tium by a process of amitotic division. They undergo 
a regular closed cycle of development through youth, 
maturity, old age, and death. In the young forms 
there are generally from 2 to 10 nuclei, although the 
number is less important than the structural charac- 
teristics, which are very similar to those of the 
nuclei of the syncytium. In the mature stage there 
may be as many as 100 nuclei, although there may 
not be more than 8 or 10, but here too the number 
is not so important as the maturation shown by 
increased basichromatin. As the cells grow old the 
nuclei decrease in volume and their ovoid form tends 
to become irregularly polyhedral. The basichromatin 
increases and condenses, and finally pyknosis takes 
place. Cells of different stages of maturity may be 
found in the same tumor. This process of matura- 
tion is one that is peculiar to highly differentiated 
cells. Functionally, the myeloplax acts as an osteo- 
clast, the most marked clinical characteristic of these 
tumors being osteolysis. In addition, the myeloplax 
probably secretes an enzyme which brings about 
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the softening and distention of the epiphysis in 
which the tumor is located. The laver of bone sur- 
rounding the tumor distends until it fractures or 
perforates. 

Hemorrhage generally occurs in these tumors, 
although, contrary to general opinion, they contain 
few capillaries. Myeloplax penetrates the capillaries 
because of changes in the capillary walls, and gives 
the impression that a metastasis is about to occur, 
but no metastasis takes place as this is not an active 
invasion and the myeloplax inevitably dies. This 
explains the benign character of this type of tumor. 

AupreEY G. Morcan, M.D. 


Zaytzeff, H., and Caprarro, C.: The Value of Staphy- 
lococcus Toxoid in the Treatment and Preven- 
tion of Chronic Staphylococcus Infections. 
Surgery, 1945, 17: 363. 

In 93 patients with recurrent furunculosis and 
axillary abscesses, treatment with Lederle’s pepsin 
digest. toxoid produced complete recovery of only 
38 per cent. In the remaining cases recurrences 
developed within one year after the end of the treat- 
ment. 

The antihemolysis titer in 52 of the 70 patients 
who received at least seven injections of the Lederle 
preparation (74 per cent) ranged between 1 and 3 
units, while in the other patients of this group the 
titer was between 3 and 10 units. With the use of 
Connaught toxoid, 31 of 40 patients (78 per cent) 
with recurrent furunculosis and axillary abscesses 
recovered completely, while 9 patients (22 per cent) 
had recurrences within one year after treatment was 
discontinued; in 5 of the latter the recurrences were 
milder than the original infections. The antihemolysis 
titer of the serum after seven or more injections of 
Connaught toxoid ranged between 4 and 12 units in 
23 of 29 patients (79 per cent), while only in 6 (21 per 
cent) was it 3 units or less. The antihemolysis test 
is not a strict measure of immunity; there may be 
some other important immune factor that does not 
run strictly parallel with the antihemolysis titer. 

The authors conclude that staphylococcus toxoid 
made from toxigenic strains is able, when injected 
repeatedly, to increase the antihemolvsis titer of the 
blood and to lessen significantly the incidence of 
recurrences of furuncles and carbuncles. 

WALTER H. Napier, M.D. 


EXPERIMENTAL SURGERY 


Wakim, K. G., and Mason, J. W.: The Influence of 
Hemorrhage and of Depletion of Plasma Pro- 
teins on Intestinal Activity. Gastroenterology, 
1945, 4: 92. 

The postoperative occurrence of critically low con- 
centrations of plasma proteins and the subsequent 
development of edema and disturbances of the 
digestive tract are not uncommon. Prolonged dep- 
rivation of essential foods during wartime often 
brings about widespread malnutrition which is fre- 
quently accompanied by low plasma proteins, gas- 
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trointestinal disturbances, and certain clinical mani- 
festations of an entity designated as ‘‘war edema,” 
As large numbers of people in the war zones are 
suffering from protein depletion as a result of hemor- 
rhage in war accidents and from insufficient protein 
intake, the authors deemed it timely to investigate 
the effects of hemorrhage and of experimenta] deple- 
tion of plasma proteins on the activity of the intes- 
tines and the feeding reactions in trained dogs, 
Several investigations involving the use of various 
methods in the study of the influence of low plasma 
proteins on the emptying time of the stomach and 
the passage of food through the intestinal tract 
have brought forth diverse findings. 

Skin-covered intestinal loops normally continuous 
with the rest of the gastrointestinal tract, and with 
circulation and nerve supply intact, were previ- 
ously prepared. With the animal lying quietly, intes- 
tinal motility was recorded kymographically by the 
use of an airtight tambour system, while measured 
amounts of blood were withdrawn from the external 
jugular vein; and the blood cells, washed with saline 
solution and suspended in an amount of Ringer's 
solution equivaient to the volume of the discarded 
plasma, were reinjected into the same vein through 
a special apparatus. Control intestinal activity and 
feeding reaction were registered before, during, and 
after hemorrhage, and before, during, and after de- 
pletion of the plasma proteins. 

Hemorrhage in amounts of approximately 20 per 
cent of the estimated total blood volume led to im- 
mediate cessation of intestinal activity followed by 
immediate recovery upon replacement of the with- 
drawn blood by reinjection of the cells suspended ina 
quantity of Ringer’s solution equivalent to the 
volume of the discarded plasma. . Depletion of 
plasma proteins by repeated plasmapheresis brought 
about a definite decrease in intestinal activity with 
a delay in the appearance of the feeding reaction. 
Accompanying the marked reduction in plasma 
protein level, there was a definite decrease in the 
occurrence of peristaltic waves during the delayed 
feeding reactions. Intestinal motility returned to 
the control state before the plasma proteins rose to 
their initial level. Josera K. Narat, M.D. 


Sarnoff, S. J., and Fine, J.: The Effect of Chemo- 
therapy on the Ileum Subjected to Vascular 
Injury. Ann. Surg., 1945, 121: 74. 


The authors occluded the venous return of a 50- 
cm. loop of terminal ileum and then made up a con- 
trol group. Another group received succinylsul- 
fathiazole preoperatively in o.5 gm./kgm. doses and 
in 1.0 gm./kgm. doses. A third group was given suc- 
cinylsulfathiazole locally, which was introduced at 
the time of operation by needle and syringe into the 
lumen just proximal to the loop and gently dis- 
tributed in the area. A fourth group was given 
sodium sulfathiazole intravenously for two days, and 
in a fifth group venous obstruction was produced for 
twelve hours and the above variations in chemo- 
therapy were used. 
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The authors conclude that the lethal effect of the 
simple vascular occlusion produced in these experi- 
ments is not due toa crucial fall in blood volume, but 
to peritonitis with, or without, gross perforation. 

The protective effect of succinylsulfathiazole is 
maximal when applied well in advance of the produc- 
tion of the vascular injury, while chemotherapy at 
the time of, or subsequent to, the production of the 
vascular injury is also effective but to a distinctly 
lesser extent than advance chemotherapy. 

The data suggests the probable usefulness of 
chemotherapy in corresponding clinical states in man. 

Gaster, M.D. 


HOSPITALS; MEDICAL EDUCATION AND 
HISTORY 


Hamburger, M., Jr., Robertson, O. H., and Puck, 
T. T.: The Present Status of Glycol Vapors in 
Air Sterilization. Am. J. M. Sc., 1945, 209: 162. 


Tri-ethylene glycol vapor caused a 65 per cent re- 
duction in air-borne hemolytic streptococci in scar- 
let fever and measles waeds. A combination of the 
vapor with oil treatment of the bed-clothing and floors 
reduced the air-borne streptococci go per cent. Glycol 
was found to be most effective when the relative 
humidity ranged between 35 and so per cent. The 
bactericidal effect was best when the temperature 
was 72° F. or lower. The use of glycol vapors does 
not constitute a fire or explosive hazard. Animals 
living more than a year in atmospheres of glycol 
vapors showed no signs of toxicity. 

BENJAMIN G. P. SHAFrroFr, M.D. 


Harris, T. N., and Stokes, J., Jr.: Summary of a 
Three-Year Study of the Clinical Applications 
of the Disinfection of Air by Glycol Vapors. 
Am. J. M.Sc., 1945, 209: 152. 


The clinical value of air. disinfection was studied 
over a three-year period at a children’s home with 
bedfast rheumatic and orthopedic cases. The wards 
were divided into experimental and control groups, 
each containing 16 patients. The rate of incidence of 
respiratory infections totalled 13 over three winters 


in the experimental wards vaporized by propylene or. 


tri-ethylene glycol, whereas it was 132 in the con- 
trol wards. The bacterial settling plates indicated a 
count ratio of 13.4 to 18.3 from the air of the experi- 
mental wards as compared with 75.3 to 81.3 from the 
air of the control wards. The concentration of the 
glycol vapors ranged from 0.048 to 0.094 mgm. liter. 
BENJAMIN G. P. SHAFIROFF, M.D. 


Kuh, C.: Periodic Health Examination versus Early 
Sickness Consultation. Permanente Foundation 
M. Bull., 1945, 3: 12. 


There is no conclusive evidence that the periodic 
health examination is a practical means for improv- 
ing the health or increasing the longevity of the 
masses. The examination is practical only for se- 
lected groups and individuals, particularly for those 
persons who want it and will profit by it. 
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Records of physical examination are subject to 
great variation and are of limited value for estimat- 
ing the health at any given time of a cross-section 
of our population. Whatever the nature of health so 
revealed, there is no evidence that periodic health 
examination would be a factor in improving it. 
Only through controlled study of mortality experi- 
ence can the value of the periodic health examina- 
tion be accurately estimated, but the opportunity 
has not yet been presented for conducting such a 
study on a sufficiently large scale. 

Early sickness consultation is of demonstrated 
value. Furthermore, educational effort to promote 
the early seeking of medical advice for illness capi- 
talizes on the motivation of the symptom, but this 
motivation is lacking in the case of apparently well 
people who submit to periodic health examination. 
This lack may explain the unpopularity of the 
periodic health examination and the difficulty of 
promoting it. The question is raised whether there 
should not now be a shift of emphasis from advocat- 
ing periodic health examination to advocating early 
sickness consultation. 

Early sickness consultation is apparently encour- 
aged by readily available medical facilities and by 
prepaid medical care and hospitalization plans, now 
being expanded, because such plans remove cost 
barriers at the time of illness. There still remains 
to be evaluated the full potentialities of early sick- 
ness consultation. CuarLes Baron, M.D. 


Hammarstriém, S.: A Study of Cancer Frequency 
in Stockholm. Acta med. scand., 1942, 108: 568. 


There has been a lively discussion in recent years 
as to whether cancer is really increasing. There is 
an apparent increase but it is possibly due to better 
methods of diagnosis and the fact that life has been 
lengthened, so that more people reach the cancer age. 

In attempting to answer this question the author 
studied the cancer statistics of Stockholm and of the 
whole country of Sweden for the past seventy years. 
Statistics are unusually good in this city and country 
for it has long been required by law that the causes 
of all deaths be reported. Statistics are given for 
periods and for age groups. One important point is 
that deaths of old people were formerly often re- 
ported as the result of senile debility without any 
accurate diagnosis. This condition has been improv- 
ing steadily and there are now much fewer deaths 
attributed to this cause. The increase in cancer 
deaths does not correspond to this decrease, how- 
ever for the real causes of death are distributed 
among various diseases. However, if an allowance 
is made for all possi le errors, the cancer statistics 
for Stockholm and Sweden as a whole support the 
opinion that there has been no actual increase in 
cancer. Auprey G. Morcan, M.D. 


Turner, G. G.: The Hunterian Museum: Yester- 
day and Tomorrow. Brit. M.J., 1945, 1: 247. 


On the night of May 10, 1941, the greater part of 
the Hunterian Museum was destroyed by a high- 
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explosive bomb and incendiaries. About two-thirds 
of the collections vanished in the conflagration. The 
present publication is the Hunterian Oration dealing 
with the early history of the Museum and with plans 
for its restoration and future development. The 
author describes how Hunter was inspired to col- 
lect, and how he learned to be a master in the art 
of preparation; the inception and growth of his 
collection; his method and facilities for work; and 
his workroom. The destruction of the Museum pro- 
vided an opportunity and the necessity for its recon- 
struction, and the Museum Committee has pre- 
sented a plan for the future, which has been accepted 
by the Council and the Hunterian Trustees. 

The Museum will be reborn in circumstances dif- 
ferent from those which existed when it first came 
into being one hundred and thirty years ago. Then 
there were no other museums devoted to anatomy 
and pathology, whereas, now, all medical schools 
have museums. Some of the activities previously 
carried on in the fields of natural history and zoology 
can better be maintained by other museums. 

Broadly, the conclusions of the Museum Com- 
mittee are that the museum should be restored and 
built up around the surviving collections to illustrate 
the development, structure, and functions of man, 
together with the accidents and diseases to which he 


may be a victim, with such reference to the animal 
kingdom as may help to elucidate the problems jp. 
volved. One of the first questions to be settled was 
how to dispose of the surviving Hunterian prepara. 
tions. Mature reflection convinced the Committee 
that each one should be allocated to its proper sec. 
tion of the general collections rather than to a spe. 
cial room or shrine. A temporary exhibit to include 
all remaining Hunterian specimens and Hunterian 
relics is contemplated. So far as possible, destroyed 
Hunterian specimens with a lesson to teach, or 
recognized as classical or potentially valuable, should 
be replaced. In the future, specimens will be ac. 
cepted or retained only because of their value. The 
museum is to be kept up to date by replacing dete. 
riorated specimens and by constantly adding better 
ones as these become available. The idea of pre. 
senting special but changing exhibits is also con. 
templated. The author believes that facilities 
should be provided for accredited research workers 
to examine closely, or even dissect, material, and 
that study rooms might be provided where such 
workers could keep thet specimens and work on 
them without having to reassemble their material 
each day. The excellence of the new Museum will 
reside in the choice of material, its arrangement, and 
in its accessibility. Joun L. Lrnpqutst, M.D. 
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